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1880     Beanfoot,  Arthur  Mudge,  M.B.,  c/o  Messrs.  Woodhead 
and  Co.,  44,  Charing  cross,  S.W. 
VOL.  XLVIII.  h 
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Elected 

1887  Bridger,  Adolphus  Edward,  M.D.Ed.,  18,  Portland 
place,  W. 

1888*tBRiGGS,  Henry,  M.B.,  F.R.C.S.,  Surgeon  to  the  Hospital 
for  Women,  and  Professor  of  Midwifery  and  Gynseco- 
logy,  University  College  (Victoria  University),  Liver- 
pool ;  3,  Rodney  street,  Liverpool.  Council,  1901-3, 
1907. 

1 894  Brinton,  Eoland  Dan  vers,  B.  A.,  M.D.Cantab.,  8,  Queen's 
Gate  terrace,  S.W. 

1892  Brodie,  William  Haig,  M.D.,  C.M.Edin.,  F.R.C.S.Eng., 
6,  St.  Stephen's  road  west,  West  Ealing,  W. 

1902t  Brook,  William  Henry  Breffit,  M.D.,  B.S.,  F.R.C.S., 

8,  Eastgate,  Lincoln.     Council,  1907. 

1868t  Broavn,  Andrew,  M.D.  St.  And.,  Mayfield,  Royston 
park,  Pinner.     Council,  1893-4.     Trans.  1. 

1865*  Brown,   D.   Dyce,    M.D.,    29,    Seymour    street,   Portman 

square,  "W. 
1898t  Brown,  Haydn,  L.R.C.P.Edin.,  Caterliam,  Surrey. 

1889*  Brown,  William  Caiinegie,  M.D.Aber.,  32,  Harley  street, 

W. 
1902     Browne,  Ada  Margaret,  L.S.A.,  64,  Belsize  park,  N.W. 

1904  Brydone,  James  Marr,  M.B.,  B.C.Cantab.,  16,  South 
Audley  street,  Grosvenor  square,  W. 

i885*tBuNNY,  J.  Brice,  L.R.C.P.Ed.,  Bishop's  Lydeard, 
Taunton. 

1877t  BuRD,  Edward,  M.D.,  M.C.,  Senior  Physician  to  the  Salop 
Infirmary ;  Newport  House,  Shrewsbury.  Council, 
'  1886-7. 

1894  Burt,  Egbert  Francis,  M.B.,  C.M.Edin.,  7^,  Stapleton 
Hall  road,  Stroud  Green,  N. 

1878  Butler-Smythe,  Albert  Charles,  F.R.C. S.Ed.,  Surgeon 
to  Out-patients,  Samaritan  Free  Hospital ;  76,  Brook 
street,  Grosvenor  square,  W.  Council,  1889-91,  1904. 
Vice-Fres.   1905-7. 


FELLOWS    OF    THE    SOCIETY.  XIX 

Elected 

1887*  Buxton,  Dudley  W.,  M.D.Lond.,  82,  Mortimer  street, 
Cavendish  square,  W. 

1886t  Byers,  Sir  John  W.,  Kt.,  M.A.,  M.D.,  M.A.O.  (Hon. Causa), 
Professor  of  Midwifery  and  Diseases  of  Women  and 
Children  at  Queen's  College,  and  Physician  for  Diseases 
of  Women  to  the  Royal  Hospital,  Belfast ;  Dreenagh 
House,  Lower  crescent,  Belfast.   Fice-Fres.  1699-1902. 

189 If  Calthrop,  Lionel  C.  Everard,  M.B.Durh.,  Queen 
street,  Droitwich,  Worcestershire. 

1887t  Cameron,  James  Chalmers,  M.D.,  Professor  of  Midwifery 
and  Diseases  of  Infancy,  McGill  University  ;  941,  Dor- 
chester street,  Montreal. 

1887t  Cameron,  Murdoch,  M.D.Glas.,  Regius  Professor  of  Mid- 
wifery in  the  University  of  Glasgow,  /,  Newton  terrace, 
Charing  Cross,  Glasgow.     Council,  1903-5. 

1903t  Cameron,  Samuel  James  Murdoch,  M.B.,  Ch.B.Glasg., 
13,  Sandyford  place,  Glasgow,  W. 

1902  Campbell,  Janet,  M.B.,  B.S.Lond.,  86,  Campden  Hill 

Court,  Kensington. 

1894t  Campbell,  John,  M.A.,  M.D.Dubl.,  F.R.C.S.,  Crescent 
House,  University  road,  Belfast. 

1888*tCAMPBELL,  William  Macfie,  M.D.  Edin.,  The  Old  House, 
Grassendale,  Liverpool. 

1903  Chadburn,  Maud  Mary,  M.D.Lond.,  Surgeon  to  the  Out- 

patient Department,  New  Hospital  for  Women;   16, 
Harley  street,  W. 

1876*  Champneys,  Francis  Henry,  M.A.,  M.D.Oxon.,  F.E.C.P., 
Physician-Accoucheur  to,  and  Lecturer  on  Midwifery  at, 
St.  Bartholomew's  Hospital ;  42,  Upper  Brook  street, 
W.  Council,  1880-1,  1900-1.  Hon.  Lib.  1882-3.  Hon. 
Sec.lSSA.y.  Vice-Fres.  \8SS-90.  Board  JEa.a?n.  Mid- 
wives,  1883,  1888-90;  Chairman,  1891-5.  Editor, 
1888-93.  Pre5.  1895-6.  Treas.  1902.  Trans.  16. 
Trustee. 


XX  FELLOWS    OF    THE    SOCIETY. 

Elected 

1874*tCHARLESWORTH,    James,    M.D.,  Physician   to   the   North 

StafFordsliire   Infirmary ;    25,    Birch    terrace,  Hanley, 

Staflfordshire. 

1897t  Chinery,  Edward  Fluder,  F.R.C.S.Edin.,  Monmouth 
House,  Lymington,  Hants. 

l863*tCHiSHOLM,  Edwin,   M.D.,  44,  Roslyn   gardens,    Sydney, 
New  South  Wales. 

1893     Clarke,  W.   Bruce,  F.R.C.S.,  Assistant  Surgeon  to  St. 
Bartholomew's  Hospital,  51,  Harley  street,  W. 

1899     Clayton,  Charles  Hollikgsworth,  L.B.C.P.,  10,  College 
terrace,  Belsize  park,  N.W. 

1903t  Clayton,    John    Hazelwood,   M.B.Lond.,    16,    Hagley 
road,  Edgbaston,  Birmingham. 

1906t  Clifford,  Harold,  M.B.Lond.,   F.R.C.S.Edin.,  15,  St. 
John  street,  Manchester. 

1906     Clutterbuck,  Lewis  Augustus,  M.D.Durh.,43,  Welbeck 
street,  W. 

1865*tCoATEs,  Charles,  M.D.,   Physician   to  the  Bath  General 
and  Royal  United  Hospitals;   10,  Circus,  Bath. 

1875*  Coffin,    Richard    Jas.    Maitland,    F.R.C.P.Ed.,    94 
Sinclair  road,  W. 

I905t  Cohen,  Rachel,  M.B.Calc,  F.R.C.S.I.,  24,  Chowringhi, 

Calcutta,  India. 
1875*fCoLE,    Richard  Beverly,    M.D.  Jefferson    Coll.,  Philad., 

218,  Post  street,  San  Francisco,  California,  U.S. 

1905t  Collins,  Victor  Evelyn,  M.B.Lond.,  Simonstown,  Cape 

Colony. 
1888     Cooper,    Peter,    L.R.C.P.Lond.,    Stainton    Lodge,    35, 

Shooter's  Hill  road,  Blackheath,  S.E. 
l875*tCoRDES,  Aug.,  M.D.,  M.R.C.P.,  Consulting  Accoucheur  to 

the  "  Misericorde  ;"  Privat  Docent  for  Midwifery  at  the 

University  of  Geneva;  12,  Rue  Bellot,  Geneva.  Trans. \. 
1883  *Corner,  Cuesham,  L.S.A.,  113,  Mile  End  road,  E. 
1903  CORTHOHN,  Alice   Mary,  M.B.,  B.S.Lond.,  30,  St.  Mary 

Abbot's  terrace,  Kensington. 


FELLOWS    OF    THE    SOCIETY.  XXI 

Elected 

1893  Cripps,  William  Hakrison,  F.E.C.S.,  Surgeon  to  St.  Bar- 
tholomew's Hospital ;  2,  Stratford  place,  W.     Trans.  2. 

1889t  Croft,  Edward  Octavius,  M.D.Durh.,  Hon.  Surgeon  to 
the  Hospital  for  Women  and  Children  ;  Hon.  Demon- 
strator of  Obstetrics  to  the  Yorkshire  College,  Leeds ; 
33,  Park  square,  Leeds.     Trans.  1. 

1881*tCEONK,  Herbert  George,  M.B.Cantab.,  Repton,  near 
Burton-on-Trent. 

1893  Crosby,  Herbert  Thomas,  M.A.,  M.B.,  B.C.Cantab.,  19, 

Gordon  square,  W.C. 
1895     Cross,  Ernest  W.,  L.R.C.P.Lond.,  The  Limes,  Wallwood 

park,  Leytonstone. 
1886*tCROss,  William  Joseph,  M.B.,  Horsham,  Victoria,  Aus- 
tralia. 
1898t  Cdllen,  Thomas,  M.D.Toronto,  Johns  Hopkins  Hospital, 

Baltimore,  U  S.A. 
1875*  CuLLiNGwoRTH,  Charles  James,  M.D.,  D.C.L.,  LL.D., 

F.R.C.P.,    Consulting    Obstetric     Physician    to    St. 

Thomas's     Hospital;     14,    Manchester    square,     W. 

Council,  1883-5,  1891-3,  1904-7.     Vice-Pres.    1886-8. 

Board  Exam.  Midwives,  1889-91.  Chairman,  1895-6. 

Pr<?«.  1897-8.  Trans.  14. 
1905     CuREiE,    George    Burnett,    M.D.Aber.,    St.    James's 

avenue,  Ealing,  W. 
]889*tCuESETJi,   Jehangir  J.,  M.D.  Brux.,  77a,  Gowalia  Junk 

road,  Bombay. 

1894  Cutler,  Lennard,  L.E.C.P.Lond.,  1,  Kensington  Gate, 

Kensington,  W.     Trans,  \. 

1885  Dakin,  William  Eadford,  M.D.,  B.S.,  F.R.C.P., 
Obstetric  Physician  to,  and  Lecturer  on  Midwifery  at, 
St.  George's  Hospital;  8,  Grosvenor  street,  W., 
Council,  1889-91.  Hon.  Lib.  1892-3.  Hon.  Sec, 
1894-7.  Vice-Pres.  1898-1901.  Chairman,  1901-4. 
Trans.  3.     Pres.  1905-6, 

1868  Daly,  Frederick  Heney,  M.D.,  185,  Amhurst  road, 
Hackney  Downs,  N.E.  Council,  1877-9.  Vice-Prea, 
1883-5.     Trans.  2. 


XXU  FELLOWS    OF    THE    SOCIETY. 

Elected 

1901  Daly,  Frederick  James  Puecell,  L.R.C.P.Lond.,  188, 
Upper  Clapton  road,  N.E. 

1904t  Das,  Kedernath,  L.M.S.,  M.B.Cal.,  M.D.Madras,  Camp- 
bell Hospital,  Calcutta. 

1893  Dauber,    John     Henry,     M.A.Oxon.,      M.B.,     B.Ch., 

Physician  to  the  Hospital  for  Women,  Soho  square  ; 

39,  Hertford  street,  Mayfair,  W. 
1906t  Davidson,  H.  Stevenson,  M.B.,  Ch.B.Edin.,  15,  Leven 

Terrace,  Edinburgh. 
1892t  Davis,  Robert,  M.R.C.S.,  Darrickwood,  Orpington,  Kent. 
1891     Dawson,   Ernest    Eumley,  L.R.C.P.Lond.,   4,   Grange 

Park  road,  Leyton,  E.     Council^  1904-6.     Trans.  1. 

1889  Des  Vceux,  Harold  A.,  M.D.Brux.,  214,  Buckingham 
gate,  S.W.     Council,  1896-8. 

1894  Dickinson,  Thomas    Vincent,    M.D.Lond.,  M.R.C.P.^ 

Physician   to   the    Italian    Hospital,  Queen   square ; 
33,  Sloane  street,  S.W.     Council,  1900-2. 

1894  Dickson,  John  William,  B.A.,  M.B.,  B.C.Cantab.,  42, 
Hertford  street,  Mayfair,  W. 

1886t  Donald,  Archibald,  M.D.Edin.,  M.R.C.P.,  Obstetric 
Physician  to  the  Royal  Infirmary,  Manchester; 
Honorary  Surgeon  to  St.  Mary's  Hospital  for  "Women, 
Manchester;  Sunnyside,  Victoria  park,  Manchester. 
Council,  1893-5.     Trans.  3. 

1879*  DoEAN,  Alban  H.  G.,  F.R.C.S.,  Surgeon  to  the  Samaritan 
Free  Hospital ;  9,  Granville  place,  Portman  square,  W. 
CoMwcf/,  1883-5.  Eon.  Lib.  1886-7.  Hon.  Sec,  1888-91, 
Vice-Pres.  1892-4.     Fres.  1899-1900.     Trans.  24. 

1890t  DoTJTY,  Edward   Henry,   M.A.,   M.B.,  B.C.Cantab.,  La 

Madeleine,    Cannes ;    (Summert    7,   rue     St.    Roch., 

Paris). 
1887     DovASTON,    MiLWARD    Edmund,    M.E.C.S.,   Hatchcroft 

house,  Hendon,  N.W. 
1899t  Down,    Elgar,   L.R.C.P.Lond.,  Wingfield  House,  Stoke, 

Devonport. 


FELLOWS    OF    THE    SOCIETY.  XXUl 

Elected 

1896  DowNEs,  J.  LocKHART,  M.B.,  C.M.Edin.,  269,  Romford 

road, E. 

1884t  Doyle,  E.  A.  Gaynes,  L.R.C.P.,  The  Shrubbery,  San 
Fernando,  Trinidad,  West  Indies. 

1906     Drew,  Douglas,  B.S.,  F.R.C.S.Eng.,  1,  Harley  street,  W. 

1894t  Drew,  Henry  William,  F.E.C.S.,  Eastgate,  East  Croydon. 

1871*  Eastes,  George,  M.B.,  F.R.C.S.,  35,  Gloucester  terrace, 
Hyde  park,  W.     Council,  1878-80,  1906-7. 

1883t  Eccles,  F.  Richard,  M.D.,  Professor  of  Gynaecology, 
Western  University  ;  1,  Ellwood  place.  Queen's  avenue, 
London,  Ontario,  Canada. 

1893*  Eden, Thomas  Watts,  M.D.Edin.,  M.R.C.P.Lond.,  Assis- 
tant Obstetric  Physician  to,  and  Lecturer  on  Practical 
Midwifery  at.  Charing  Cross  Hospital,  26,  Queen 
Anne  street,  W.  Council,  1897-9,  1905-7.  Board 
JExam.  Midwives,  1903-5.     Trans.  5. 

1903t  Edge,  Frederick,  M.D.Lond.,  F.R.C.S.Eng.,  54,  Darling- 
ton street,  Wolverhampton. 

1873*tENGELMANN,  George  Julius,  A.M.,  M.D.,  336,  Beacon 
street,  Boston,  Mass.,  U.S.A. 

1905  English,  Thomas  Crisp,  M.B.Lond.,  F.R.C.S.,  47, 
Upper  Brook  street,  W. 

1897  Evans,  Evan  Laming,  M.B.,  B.C.Cantab.,  F.R.C.S.,  36, 

Bryanston  street.  Great  Cumberland  place,  W. 

1875t  EwAET,  John  Henry,  M.E.C.S.,  L.R.C.P.,  Eastney, 
Devonshire  place,  Eastbourne.     Council,  1904-6. 

1899  Fairbairn,  John  Shields,  M.B.,  B.Ch.Oxon.,  Assistant 
Obstetric  Physician  to  St.  Thomas's  Hospital,  60, 
Wimpole  street,  W.  Council,  \904-7.  JB oar d  Exam. 
Midwives,  1904-5.     Trans.  1. 

1894     Fairweather,  David,  M.A.,  M.D.,  C.M.Edin.,  Alderman's 

hill,  Palmer's  green,  N. 


XXIV  FELLOWS    OF    THE    SOCIETY. 

Elected 

1876t  Farncombe,  Richard,  M.D.Brux.,  183,  Belgrave  road, 
Balsall  heath,  Birmingham. 

1903t  Farncombe,  William  Turberville,  M.D.,  Harborne, 
Birmingham. 

1869*  Farquhar,  William,  M.D.,  Deputy  Surgeon -General,  40, 
Westbourne  gardens,  Bayswater,  W. 

1882t  Farrar,  Joseph,  M.D.,  Gainsborough.     Trans.  1. 

1894t  Fazan,  Charles  Herbert,  L.E.C.P.Lond.,  Belmont, 
Wadhurst,  Sussex. 

1868*  Fegan,  Richard,  M.D.,  Westcombe  park,  Blackheath,  S.E. 

1883  Fenton,    Hugh,   M.D.,  Physician,    Chelsea   Hospital  for 

Women  ;  27   George  street,  Hanover  square,  W. 

1893t  FiNLEY,  Harry,  M.D.Lond.,  West  Malvern,  Worcestershire, 

1877*tFoNMARTiN,  Henry  de,  M.D.,  26,  Newberry  terrace, 
Lower  Bullar  street,  Nichols  Town,  Southampton. 

1897t  Fothergill,  W.  E.,  M.B.,  C.M.Edin.,  Lecturer  on  Mid- 
wifery and  Diseases  of  Women,  Victoria  University  ; 
Assistant  Physician  Northern  Hospital  for  Women 
and  Children,  Manchester;  13,  St  John  Street, 
Manchester. 

1884  Fouracre,  Robert  Perriman,  M.R.C.S.,  89,  ToUington 

park,  N. 

1886t  Fowler,  Charles  Owen,  M.D.,  Cotford  House,  Thornton 
heath.     Council,  1901-3. 

1898t  Frampton,  Trevethan,  M.R.C.S.,  F.R.C.P.,  15,  Bruns- 
wick square,  Brighton. 

1875*tFRAsER,  Angus,  M.D.,  Physician  and  Lecturer  on  Clinical 
Medicine  to  the  Aberdeen  Royal  Infirmary  ;  232,  Union 
street,  Aberdeen.     Council,  1897-1900. 

1888t  Eraser,  James  Alexander,  L.R.C.P.Lond.,  Western 
Lodge,  Romford. 

1902t  Freeland,  Arthur  Raymond  Stilwell,  L.R.C.P., 
M.E.C.S.,  The  Green  Hall,  Ashbourne,  Derbyshire. 


FELLOWS    OF    THE    SOCIETY.  XXV 

Elected 

1905     Fuller,    Arthur  W.,   M.D.Edin.,    32,  Old   Burlington 

street,  W. 
1883*  Fuller,   Henry    Roxburgh,  M.D.Cantab.,     45,   Curzon 

street,  Mayfair,  W.     Council,  1893.     Trans.  1. 

1905  Fuller,  J.  Reginald,  M.D.Durh.,  6,  Crescent  road, 
Crouch  End,  N. 

1886t  Fubner,  Willoughby,  F.R.C.S.,  13,  Brunswick  square, 
Brighton.     Council,  1894-6. 

1874*  Galabin,  Alfred  Lewis,  M.A.,  M.D.,  F.R.C.P.,  Obstetric 
Physician  to,  and  Lecturer  on  Midwifery  at,  Guy's 
Hospital;  49,  "Wimpole  street,  Cavendish  square,  W. 
Council,  1876-8.  Hon.  Lib,  1879.  Hon.  Sec.  1880-3. 
Vice-Pres.  1884.  Treas,  1885-8.  Pres.  1889-90. 
Trans,  12. 

ISSSf  Galloway,  Arthur  Wilton,  L.R.C.P.Lond.,  Malverns, 
Epping. 

1863*  Galton,  JohnH.,  M.D.,  Chunam,  Sylvan  road.  Upper  Nor- 
wood, S.E.  Council,  1874-6,  1891-2.  Vice-Pres. 
1895-8. 

1881  Gandy,  William,  M.R.C.S.,  Hill  Top,  Central  hill,  Nor- 
wood, S.E.     Council,  1897-8. 

1886*tGARDE,  Henry  Croker,    F.R.C.S.Edin.,    Maryborough, 

Queensland. 

1887  Gardiner,  Bruce  H.  J.,  M.D.,  Gloucester  House,  Barry 
road,  East  Dulwich,  S.E. 

1879  Gardner,  John  Twiname,  5,  Embankment  gardens, 
Chelsea,  S.W. 

1872*tGARDNER,  William,  M.A.,  M.D.,  Professor  of  Gynaecology. 
McGill  University ;  Gynaecologist  to  the  Royal  Victoria 
Hospital;   109,  Union  avenue,  Montreal,  Canada. 

1873*tGARTON,  William,  M.D.,  F.R.C.S.,  Inglewood,  Aughton, 
near  Ormskirk. 

1901  Gayer,  Reginald  Courtenay,  L.R.C.P.,  33,  Stanhope 
gardens,  South  Kensington,  S.W. 


XXVI  FELLOWS    OF    THE    SOCIETY. 

Elected 

1889*  Gell,  Henry  Willingham,  M.A.,  M.B.Oxon.,  ZQ,  Hyde 
park  square,  W. 

1898*tGEMMELL,  John  Edward,  M.B.,  C.M.Edin.,  Hon.  Sur- 
geon to  the  Hospital  for  Women, Liverpool  ;  12,  Rodney 
street,  Liverpool. 

1902*tGEORGE,  Jessie,  L.E.C.P.,  L.E.C.S.Edin.,  42,  Marsden 
street,  Calcutta,  India. 

1859*tGERVis,  Henry,  M.D.,  F.R.C.P.,  Consulting  Obstetric 
Physician  to  St.  Thomas's  Hospital ;  The  Towers,  Hil- 
lingdon,  Uxbridge.  Council,  1864-6,  1889-91,  1893. 
Hon.  Sec.  1867-70.  Fice-Pres.  1871-3.  Treas. 
1878-81.     Pre*.  1883-4.     Trans. S. 

1866*  Gervis,  Frederick  Heudebourck,  M.D.Brux.,  1,  Fellows 
road,  Haverstock  hill,  N.W.  Council,  1877-9.  Fice- 
Pres.  1892.     Trans.  1. 

1899t  Gervis,  Henry,  M.A.,  M.B.,  B.C.Cantab.,  74,  Dyke  road, 

Brighton. 

1883*  Gibbons,  Robert  Alexander,  M.D.,  Physician  to  the 
Grosvenor  Hospital  for  Women  and  Children ;  29, 
Cadogan  place,  S.W.     Council,  1889-90.     Trans.  1. 

1894  Gibson,  Henry  Wilkes,  L.R.C.P.Lond.,  6,  College 
terrace,  Fitzjohn's  avenue,  N.W. 

1892  Giles,  Arthur  Edward,  M.D.Lond.,  M.R.C.P.,  Physician 
to  Out-patients,  Chelsea  Hospital  for  Women  ;  10, 
Upper  Wimpole  street,  W.  Council,  1898-1900. 
Trans.  7. 

I891t  Gimblett,  William  Henry,  M.D.Durh.,  "La  Roche," 
Onslow  gardens,  Wallington,  Surrey. 

1899t  Glover,  Thomas  Anderson,  M.D.,  C.M.Edin.,  24,  Hall- 
gate,  Doncaster. 

1894t  GoDDARD,  Charles  Ernest,  M.D.,  Wembley,  Harrow. 

1871  *G0DS0N,  Clement,  M.D.,  CM. ;  82,  Brook  street,  W. 
Council,  1876-7.  Hon.  Sec.  1878-81.  Fice-Pres. 
1882-4.  Board  Exam.  Midwives,  1877,  1882-86. 
Trans,  5. 
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Elected 

1893t  Gordon,  Frederick  William,  L.R.C.P.Lond.,  Manukau 
road,  Auckland,  New  Zealand. 

1883     Gordon,  John,  M.D.,  49,  Newgate  street,  E.G. 

1869t  Goss,  Tregenna  Biddulph,  M.R.C.S.,  1,  The  Circus, 
Bath.      Hon.  Loc.  Sec. 

1891t  Go STLING,  William  Ayton,M.D.,  B.S.Lond.,  Barninghain, 
West  Worthing.     • 

1889  GouLLET,  Charles  Arthur,  L.R.C.P.Lond.,  2,  Finchley 

road,  N.W.     Council  1902-5. 

1890  Gow,  William   John,   M.D.Lond.,  Physician-Accoucheur 

in  charge  of  Out-patients,  St.  Mary's  Hospital ;  27, 
Weymouth  street,  W.  ComwczV,  1893-5-1901.  Board 
Exam.  Midwives,  1898-1900-1.  Hon.  Lib.,  1906-7. 
Trans.  2. 

1893t  GowAN,  Bowie  Campbell,  L.R.C.P.Lond.,  Raven  Dene, 
Great  Stanmore. 

1893     Grant,  Leonard,  M.D.Edin.,  Hillside,  New  Southgate,  N. 

1902t  Grech,  Salvatore,  M.D.Malta,  Professor  of  Obstetrics 
in  the  University  of  Malta;  Accoucheur  and  Gynaeco- 
logist and  Teacher  of  Practical  Midwifery  at  the 
Central  Civil  Hospital  ;  31,  Strada  Mezzodi,  Valetta, 
Malta. 

1894t  Green, Charles  Robert  Mortimer,  M.D.,  F.R.C.S.Eng., 
Lieut. -Colonel,  Indian  Medical  Service,  c/o  Thomas 
Cook  and  Sons,  Ludgate  Circus,  E.C. 

1863  *Griffith,  G.  de  Goreequer,  M.E.C.S.,  L.K.C.P.,  34,  St. 
George's  square,  S.W.     Trans.  2. 

1879*  Griffith,  Walter  Spencer  Anderson,  M.D.Cantab., 
F.R.C.S.,  F.R.C.P.,  Assistant  Physician-Accoucheur 
to  St.  Bartholomew's  Hospital ;  96,  Harley  street,  W. 
Council,  1886-8,  1893-5,  1901-3.  Hon.  Lib.  1896-7. 
Board  Exam.  Midwives^  1887-9.     Trans.  11. 
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Elected 

1888*tGRiMSDALE,  Thomas  Babington,  B.A.,  M.B.Cantab., 
Surgeon  to  the  Hospital  for  Women,  and  Medical 
Officer  to  the  Liverpool  Lying-in  Hospital ;  29, 
Rodney  street,  Liverpool. 

1880  Grogono,  Walter  Atkins,  M.R.C.S.,  L.E.C.P.,  Witham 
Lodge,  171,  Romford  road,  Stratford,  E. 

1896t  Groves,  Ernest  W.  Hey,  M.B.,  B.Sc,  16,  Richmond 
Hill,  Clifton.     Trans.  1. 

1894  Hamilton,  Bruce,  L.R.C.P.Lond.,  Glenbrook,  5,  Crediton 
road,  West  Hampstead,  N.W. 

1887t  H1.MILT0N,  John,  F.R.C.S.Ed.,  Beechhurst  House,  Swad- 
lincote, Burton-on-Trent. 

1906  Hamilton,  William  Gavin,  Capt.  LM.S.,  M.R.C.S.& 
L.R.C.P.Lond.,  c/o  Messrs.  Grindlay  and  Co.,  54', 
Parliament  street,  S.W. 

1883*  Handfield-Jones,  Montagu,  M.D.Lond.,  F.R.C.P.,  Phy- 
sician-Accoucheur to,  and  Lecturer  on  Midwifery  and 
Diseases  of  Women  at,  St.  Mary's  Hospital ;  35, 
Cavendish  square,  W.  Council,  1887-9,  1896-7.  Board 
Exam.Midwives,\S94'6.  Hon, Lib.  19 00-S.  Son.  Sec, 
1902-5.     Vice.-Pres.  1906-7.     Trans.  1. 

1901  Handley,  William  Sampson,  M.S.,  M.D.Lond., 
F.R.C.S.Eng.,  77y  Wimpole  street,  W.  Council, 
1905-6.     Trans.  2. 

1906t  Harke,  Sydney  L.,  L.R.C.P.,  "  Gairloch,"  Church  road, 
Upper  Norwood,  S.E. 

1892    Harold,  John,  M.B.,  B.Ch.,  B.A.O.,  91,  Harley  street,  W. 

1877  Harper,  Gerald  S.,  M.B.Aber.,  40,  Curzon  street,  May- 
fair,  W.     Council,  1894-5. 

1898t  Harper,  John  Robinson,  L.R.C.P.,  Bear  street,  Barn- 
staple, Devon. 

I878t  Haeries,  Thomas  Davies,  F.R.C.S.,  Grosvenor  House, 
Aberystwith,  Cardiganshire. 
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Elected 

1867*tHARRis,  William  H.,  M.D.,  Deputy  Surgeon-General, 
Shirley,  Parklands,  Surbiton. 

1880*  Harrison,  Richard  Charlton,  M.R.C.S.,  L.R.C.P.,  33, 
Uxbridge  road,  Ealing,  W. 

ISQOf  Hart,  David  Berry,  M.D.Edin.,  Assistant  Gynaecologist, 
Koyal  Infirmary,  Edinburgh ;  29,  Charlotte  square, 
Edinburgh.      Council  1902-5. 

1886t  Hartley,  Horace,  L.R.C.P.Ed.,  Stone,  Staffordshire. 

1893  Harvey,  John  Jordan,  L.R.C.P.  &  S.Edin.,  The  Aviary, 
Canning  Town,  E. 

1880  Harvey,  John  Stephenson  SELWYN,M.D.Durh.,M.R.C.P., 
1,  Astwood  road,  Cromwell  road,  S.W. 

1905t  Haultain,  Francis  William  NicoL,M.D.,r.R.C.P.Edin., 
12,  Charlotte  square,  Edinburgh. 

1899t  Hawes,  G-odfrey  Charles  Browne,  L.R.C.P.,  Pang- 
bourne,  Reading. 

1899*tHAWKES,  Claude  Somerville,  L.R.C.P.,  Swansea  place, 
Wickham  Terrace,  Brisbane,  Queensland. 

1893t  Haydon,  Thomas  Horatio,  M.B.,  B.C.Cantab.,  22,  High 
street,  Marlborough. 

I900t  Hayford,  Ernest  James,  M.D.,  c/o  The  Agent,  Claude's 
Ashanti  Goldfields,  Ltd.,  Cape  Coast  Castle,  Gold 
Coast,  West  Africa. 

1901t  Hatnes,  Edward  James  Ambrose,  F.R.C.S.L,  Weeta- 
labah.  Hay  street  west,  Perth,  Western  Australia. 

I903t  Heilborn,  William  Ernest,  M.B.,  B.Ch. Cantab.,  6, 
Walmer  place,  Bradford,  Yorks. 

1892t  Hellier,  John  Benjamin,  M.D.Lond.,  Lecturer  on  Dis- 
eases of  Women  and  Children,  Yorkshire  College; 
Hon.  Obstetric  Physician  to  Leeds  Infirmary ;  27, 
Park  square,  Leeds.     Council^  1906-7. 
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Elected 

1890t  Helme,  T.  Arthur,  M.D.Edin.,  M.R.C.P.,  Hon.  Surgeon 
for  Women  to  the  Northern  Hospital  for  "Women  and 
Children,  Manchester,  3,  St.  Peter's  square,  Man- 
chester. 

1867t  Hembrough,  John  William,  M.D.,  St.  Nicholas  Chambers, 
Newcastle-on-Tyne. 

1906t  Henchley,  Albert  Richard,  M.D.Brux.,  L.R.C.P.&S. 
Edin.,  1,  London  road,  Canterbury. 

1876*  Herman,  George  Ernest,  M.B.,  F.R.C.P.,  Consulting 
Obstetric  Physician  to  the  London  Hospital ;  20,  Harley 
street,  Cavendish  square,  W.  Council,  18/8-9,1898- 
1901.  Hon.  Lib.  1880-1.  Hon,  Sec.  1882-5.  Vice-Pres. 
1886-7.  Board  Exam.  Midwives,  1886-8.  Treas. 
1889-92,1903-7.    Pre*.  1893-4.    Trans.  35. 

1903  Hicks,  Henry  Thomas,  F.R.C.S.Eng.,  15,  Portman 
street,  W.     Council  1907. 

I901t  Hilliard,  Francis  PoRTEUs  Tyrrell,  M. A.,  M.B.Oxon., 
St.  Giles'  Hill,  Winchester. 

i886t  HoLBERTON,  Henry  Nelson,  L.R.C.P.Lond.,  East 
Molesey. 

1906  Holland,  Eardley  L.,  M.B.,  B.S.Lond.,  F.R.C.S.Eng., 
Queen  Charlotte's  Hospital,  N.W. 

189 If  Holman,  Robert  Colgate,  M.R.C.S.,  Whithorne  House, 
Midhurst,  Sussex. 

1864*  Hood,  Wharton  Peter,  M.D.,  11,  Seymour  street,  Port- 
man  square,  "W. 

1906  Hope,  George,  D.P.H.,  L.R.C.P.,  M.R.C.S.Lond., 
Beaconsfield  House,  47,  Uxbridge  road,  Hanwell,  W. 

1896t  Hopkins,  George  Herbert,  F.R.C.S.,  3,  North  Quay, 
Brisbane,  Queensland. 

1905t  Hopkins,  Lionel  Gordon,  M.D.Lond.,  "The  Leas,"  West- 
cliflfe-on-Sea,  Essex. 
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Elected 

1883*  HoRROCKs,  Peter,  M.D.,  F.R.C.P.Lond.,  Obstetric  Phy- 

sician    to    Guy's    Hospital  ;    42,    Brook    street,    W. 

Council,    1886-7.      Hon.    Lib.    1888-9.      Hon.    Sec. 

1890-3.    Vice-Pres.  1894-6.    Pres.  1901-2.    Trans.  2. 

1876  HoRSMAN,  Godfrey  Charles,  L.S.A.,  22,  King  street, 
Portmau  square,  W. 

1883     HosKiN,  Theophilus,  L.R.C.P.Lond.,  l,Amhurst  park,  N. 

1879t  Hubbard,  Thomas  Wells,  L.U.C.P.,  L.R.C.S.,  Barming 
place,  Maidstone. 

1901  Humphreys,  Francis  Rowland,  L.R.C.P.Lond.,  2, 
Chalcot  gardens,  England  lane.  South  Hampstead, 
N.W. 

1884*tHuRRY,  Jamieson  Boyd,  M.D.Cantab.,  43,  Castle  street, 
Reading.  Council,  1887-9,  1907.  Vice.-Pres.  1897- 
1900.     Trans.  2. 

1878*tHusBAND,  Walter  Edwakd,  M.R.C.S.,  L.R.C.P.,  Grove 
Lea,  Lansdown,  Bath. 

1895  Huxley,  Henry,  L.R.C.P.Lond.,  39,  Leinster  gardens, 
Hyde  park,  W. 

1904t  Illington,  Edmund  Moritz,  Capt.  LM.S.,  L.R.C.P., 
c/o  Surgeon-General,  with  the  Government  of  Madras, 
Madras. 

1894t  Ilott,  Herbert  James,  M.D.Aber.,  57,  High  street, 
Bromley,  Kent. 

1901t  Inglis,  Arthur  Stephen,  M.D.Aber.,  2,  East  ascent, 
St.  Leonards-on-sea. 

1902t  Inglis,  John,  M.D.,  14,  Eversfield  place,  St.  Leonards- 
on-Sea. 

1902t  Ionides,  Theodore  Henry,  M.B.,  B.S.Lond.,  25,  First 
avenue,  Brighton. 

1903  Ironside,  Robert  Adrian,  M.D.,  C.M.Aber.,  Campbell 
House,  Fitzjohn's  avenue,  N.W. 
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Elected 

l884*tlRWiN,  John  Arthur,  M.A.,  M.D.,  14,  West  Twenty-ninth 
street,  New  York. 

1904  IvENs,  Mary  H.  Frances,  M.B.,  M.S.Lond.,  Honorary 
Medical  Officer  for  the  Diseases  of  Women,  Stanley 
Hospital,  Liverpool,  1a,  Rodney  Street,  Liverpool. 

1897  Jager,  Harold,  M.B.Lond.,  6,  Darnley  road,  Royal 
crescent,  W. 

1890t  James,  Charles  Henry,  L.R.C.P.Lond.,  Major,  Indian 
Medical  Service;  Patiala,  Punjab,  India. 

1883*tJENKiNS,  Edward  Johnstone,  M.D.Oxon.,  213,  Macquarie 
street,  Sydney. 

1882*tJENNiNGs,  Charles  Egerton,  M.D.Durh.,  F.R.C.S.Eng., 
Assistant  Surgeon  to  the  North- West  London  Hospital ; 
Burke  House,  Beaconsfield. 

1901*tJoHNsoN,  Edward  Angus,  M.B.,  B.S.Melb.,  L.R.C.P. 
Lond.,  "St.  Catharine's"  Prospect,  South  Australia. 

1868t  Jones,  Evan,  M.E.C.S.,  Ty-Mawr,  Aberdare,  Glamorgan- 
shire.    Council,    1886-8.     Vice.-Fres.   1890-1. 

1894     Jones,  Evan,  L.E.C.P.Lond.,  89,  Goswell  road,  E.C 

1902t  Jones,  Evan  James  Trevor,  M.D.Brux.,  Ty-Mawr, 
Aberdare,  Glamorganshire. 

1895t  Jones,  George  Horatio,  M.R.C.S.,  Deddington,  Oxon. 

1894t  Jones,  John  Arnallt,  M.D.Durh.,  Heathmont,  Aber- 
avon,  Port  Talbot,  Glamorganshire. 

1873t  Jones,  Philip  W.,M.R.C.S.,L.R.C.P.,  River  House, Enfield. 

1886t  Jones,  William  Owen,  M.R.C.S.,  The  Downs,  Bowdon, 
Cheshire. 

I903t  Jordan,  John  Furneaux,  M.B.,  F.K.C.S.,  Surgeon  to 
the  Birmingham  Hospital  for  Women,  9,  Newhall 
street,  Birmingham. 

I883t  Keeling,  James  Hurd,  M.D.,  267,  Glossop  road,  Sheffield. 
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Elected 

1896  Keep,  Arthur  Corrie,  M.D.,  C.M.EJin.,  Surgeon  to  Out- 
patients to  the  Samaritan  Free  Hospital  ;  14, 
Gloucester  place,  Portman  square,  W.    Council,  1 902-4. 

1894  Kellett,  Alfred  Featherstone,  M.B.,  B.C.Cantab.,  39, 
Granville  park,  Blackheath,  S.E. 

1386  Kennedy,  Alfred  Edmund,  L.R.C.P.Ed.,  Chesterton 
House,  Plaistow,  E. 

1879  Ker,  Hugh  Richard,  L.E.C.P.Ed.,  Tintern,  2,  Balham 
hill,  S.W. 

1895t  Kerr,  John  Martin  MuNRO,  M.B.,  C.M.Glasg.;  Obstetric 
Physician  to  the  Glasgow  Maternity  Hospital ;  28. 
Berkeley  terrace,  Glasgow.   Council,  1906-7.  Trans.  2. 

l877*tKERSwiLL,  John  Bedford,  M.R.C.P.Ed.,  Fairfield,  St. 
German's,  Cornwall. 

O.F.*  Ktallmark,  Henry  Walter,  M.R.C.S.,  5,  Pembridge  gar- 
dens, Bayswater.     Council^  1879-80. 

1872*  KiscH,ALBERT,M.R.C.S.,61,Portsdownroad,'W.  Council, 
1896-7. 

l876*tKNOTT,  Charles,  M.R.C.P.Ed.,  Liz  Ville,  Elm  grove, 
Southsea. 

1889  Lake,  George  Robert,  M.R.C.S.,  177,  Gloucester  terrace, 
Hyde  park,  W. 

1867*  Langford,  Charles  P.,  M.K.C.S.,  Sunnyside,  Hornsey 
lane,  N. 

I894t  Lea,  Arnold  W.  W.,  M.D.,  B.S.Lond.,  F.E.C.S.,  Lecturer 
on  Midwifery  and  Diseases  of  Women,  Owens  College 
274, Oxfordroad, Manchester.  Council,! 903 -6.  Trans.2. 

1901     Leahy-Lynch,  Timothy,  L.R.C.P.,  L.M.Edin.,  2,  Finsbury 

park  road,  ^. 

1905  Leakey,  Alexander  B.,  M.B.,  B.Ch.Edin.,  84,  Pine  road, 
Cricklewood,  N.W. 

1884*tLEDiARD,  Henry   Ambrose,   M.D.,   26,  Lowther  stret^t, 
Carlisle.     Council,  1890-2.     Ti-ans.  1. 
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Elected 

1903t  Leicester,  John  Cyril  Holdich,  M.D.,  B.S.,  F.E.C.S. 

Eng.,  Captain,  Indian   Medical   Service,  c/o  Messrs. 

Grindlay  &  Co.,  Calcutta.     Trans.  1. 
1902t  Lendon,     Alfred      Austin,    M.D.Lond.,   Lecturer    on 

Obstetrics  in  the   University   of  Adelaide,  North  ter- 
race, Adelaide,  South  Australia. 
1897     Leslie,   William    Murray,    M.D.Edin.,    74,    Cadogan 

place,  Belgrave  square,  S.W. 
1900*tLEVisoN,  Hugo  Adolf,  M.D. (Columbia  Univ.),  L.E.C.P. 

Lond.,  44,  West  35th  street,  New  York. 
1885*  Lewers,  Arthur  H.  N.,  M.D.Lond.,  F.R.C.P.,  Obstetric 

Physician    to,  and   Lecturer    on    Midwifery     at   the 

London  Hospital;  43, Upper  Brook  street,  W.   Council, 

1887-9,      1893,    1901-3.      Board   Exam.    Midwives, 

1895-7.      Hon.    Lib.    1904-5.      Hon.    Sec.    1906-7. 

Trans.  13. 
1902     Lewis,Ernest  Wool,  L.R.C.P.,  M.E.C.S.,The  Hermitage, 

Fulham  Palace  road,  S.W. 
1901t  LiTTLEWOOD,  Harry,  F.R.C.S.,  25,  Park  square,  Leeds. 

Trans.  1. 
1894     LivBRMORE,  William  Leppingwell,  L.E.C.P.Lond.,  52, 

Stapleton  Hall  road,  Stroud  Green,  N. 
1899     LocKTER,  CuTHBERT,  M.D.,  B.S.Lond.,  E.R.C.S.,  117a, 

Harley  street,  W.     Council,  1904-7.     Board  Exam. 

Midwives,  1905.     Trans.  6. 
1905t  LoNQRiDGE,  Charles  John  Nepean,  M.D.Vict.,  F.R.C.S. 

Eng.,  30,  Wimpole  street,  W. 

1893t  Lowe,  "Walter   George,  M.D.Lond.,  F.R.C.S.,  Burton 

on-Trent. 
1878*tLYCETT,  John  Allan,  M.D.,  Consulting  Gynaecologist  to 

the  Wolverhampton  and  District  Hospital  for  Women  ; 

"  Gatcombe,"  Wolverhampton. 

1905t  Lyle,  Robert  Patton  Eanken,  M.D.Dubl.,  11,  Ellison 
place,  Newcastle-on-Tyne. 

1902t  Lynn,    Edward,    M.R.C.S.,   638,   Woolwich   road.   New 
Charlton,  Kent. 
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1«00     McCann,    Frederick   John,  M.D.,  C.M.Edin.,   F.E.C.S. 

Eng.,    M.R.C.P.,    Physician    to    In-patients    at    the 

Samaritan   Hospital  ;    5,  Curzon  street,  Mayfair,  W. 

Council,   1897-8.     Board  Exam.  Midwives,    1904-5. 

Tram.  3. 

1894t  McCausland,  Albert  Stanley,  M.D.Brux.,  Churchill 
House,  Swanage. 

1894t  McDonnell,  JSneas  John,  M.D.,  Ch. M.Sydney,  Rath- 
donnell,  Toowoomba,  Queensland. 

1906t  McIlroy,  Louise,  M.D,,  Gynaecologist  to  the  Glasgow 
Victoria  Infirmary  ;  26,  Sandyford  place,  Glasgow. 
Trans.  1. 

1892t  McKay,  W.J.  Stewart,  M.B.,  M.Ch. Sydney,  Australian 
Club,  ]\lacquarie  street,  Sydney,  N.S.W. 

1897t  McKerron,  Robert  Gordon,  M.B.Aberd.,  1,  Albyn  place, 
Aberdeen.     Trans.  2. 

1900t  Macan,  Jameson  John,  M.A.,  M.D.Cantab.,  Crossgates, 
Cheam,  Surrey. 

1893t  Maclean,Ewen  John, M.D. ,F.R.S.Edin.,M.R.C.P.Lond., 
Senior  Gynaecologist  to  Cardiff  Infirmary  ;  12,  Park 
place,  Cardiff.     Council,  1900. 

1899  MACLEOD,  William  Aitken,  M.B.,  C.M.Edin.,  9,  Pern- 
bridge  villas,  Bayswater,  W. 

1878*tMACNAUGHTON-JoNES,  H.,  M.D.,  M.A.O.  (Hon.  Causa), 
F.R.C.S.I.  &  Edin.,  131,  Harley  street,  Cavendish 
square,  \V.     Trans.  1. 

1894t  McOscAR,  John,  L.E.C.P.Lond.,  Bridge  House,  Spring 
gardens,  Buxton. 

1905  McQueen,  Robert  Martin,  L.R.C.P.Lond.,  M.R.C.S., 
1,  Culford  mansions,  Cadogan  square,  S.W. 

1899t  Maguire,  George  J.,  M.B.,  B.Ch.,  Kew  road,  Richmond. 
Tra?is.  1. 

1895t  Maidlow,  William  Harvey,  M.D.Durh.,  F.E.C.S. Eng. 
Ilminster,  Somerset. 
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Elected 

1884*  Malcolm,  John  D.,  M.B.,  CM.,  Surgeon  to  the  Samaritan 

Free  Hospital ;  13,  Portman  street,  W.   Council,  1894-6. 

Trans.  3. 

l871t*MALiNS,  Edward,  M.D.,  Consulting  Obstetric  Physician 
to  the  General  Hospital,  Professor  of  Midwifery  in 
the  University,  Birmingham  ;  50,  Newhall  street, 
Birmingham.  Councily  1881-3.  Fice-Pres.  1884-6, 
1901-2.     Fres,  1903-4. 

1903t  Malins,  Herbert,  B.A.Oxon.,  M.B.Edin.,  64,  Sutherland 

avenue,  W. 
1868*tMARCH,   Henry  Colley,   M.D.,    Portisham,   Dorchester. 

Council,  1890-2. 
1887     Mark,    Leonard    P.,    M.D.Durh.,   49,   Oxford   terrace, 

Hyde  park,  W. 

1862*tMARRiOTT,  Egbert  Buchanan,  M.R.C.S.,  Swafifham, 
Norfolk. 

1887t  Marsh,  0.  E.  Bulwer,    L.R.C.P.Ed.,   Parkdale,   Clytha 

park,  Newport,  Monmouthshire. 
1904     Marshall,  James  Cole,  M.B.Lond.,  E.R.C.S.Eng.,  36, 

Albion  street,  Hyde  park,  W. 

1905t  Marten,     Robert     Humphrey,     M.B.,     B.C.Cant 

Adelaide. 
1890t  Martin,  Christopher,  M.B.,  C.M.Edin.,  F.E.C.S.Eng., 

Surgeon  to  the  Birmingham  and  Midland  Hospital  for 

Women  ;  35,  George  road,  Edgbaston,  Birmingham. 

Trans.  1. 

I906t  Masters,  Alfred  Thomas,  L.S. A.,  Northridge,Northiam, 

Sussex. 
1899t  Maxwell,    John    Preston,    M.B.Lond.,  F.R.C.S.,  E.P. 

Mission,  Engchhun,  Amoy,  China.     Trans.  1. 

1904     Maxwell,  R.  Drummond,  M.D.Lond.,  102, Oxford  gardens. 

North  Kensington,  W. 
1890     May,  Chichester  Gould,  M.A.,  M.D.Cantab.,  Assistant 

Physician  to  the  Grosvenor  Hospital  for  Women  and 

Children  ;  59,  Cadogan  place,  S.W. 
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1884t  Maynard,  Edward  Charles,  L.R.C. P.Ed.,  39,  Wyuustay 
gardens,  Kensington. 

1886     Mennell,  Zebulon,  M.R.C.S.,  1,  Royal  crescent,  Notting 

hill,  W. 
1898     Menzies,  Henry,  M.B.Cantab.,  4,  Ashley  gardens,  S.W. 

1882  Meredith, William  Appleton,  M.B.,  CM.,  F.R.C.S.Eng., 
Surgeon  to  the  Samaritan  Free  Hospital  for  "Women 
and  Children;  21,  Manchester  square,  W.  Council, 
1886-8.     Vice-Pres.  ISn-^.     Trans.  Z. 

1893t  Michie,  Harry,  M.B.Aber.,  27,  Regent  street,  Notting- 
ham. 

1875*tMiLES,  Abijah  J.,  M.D.,  Professor  of  Diseases  of  Women 
and  Children  in  the  Cincinnati  College  of  Medicine, 
Cincinnati,  Ohio,  U.S. 

1902  Milligan,  Wyndham  Anstrtjther,  M.A.,  M.D.Aber., 
F.R.C.S.Edin.,  68,  Park  street,  Grosvenor  square,  W. 

l876*tMiLLMAN,   Thomas,   M.D.,   490,  Huron   street,  Toronto, 

Ontario,  Canada. 
1880t  Mills,   Robert  James,  M.B.,  M.C.,   35,    Surrey  street, 

Norwich. 
1892t  Milton,   Herbert    M.    Nelson,  M.R.C.S.,  Kasr-el-Aini 

Hospital,  Cairo,  Egypt. 
1869*tMiNNs,  Pembroke  R.  J.  B.,  M.D.,  Thetford,  Norfolk. 

1903t  Moore. Ede,  William  Edward,  M.B.,  B.C.Cantab.,  64, 
Jesmond  road,  Newcastle-on-Tyne. 

1859t  Moorhead,  John,  M.D.,  Surgeon  to  the  Weymouth  Infir- 
mary and  Dispensary  ;  Weymouth,  Dorset. 

1895t  MoRisoN,  Henry  Bannermann,  M.B.Durh.,  Liudley 
Lodge,  Mottingham,  Eltham,  S.E. 

1890  Morris,  Charles  Arthur,  C.V.O.,  M.A.,  M.B.,  M.C. 
Cantab.,  F.R.C.S.,  Surgeon  to  the  Grosvenor 
Hospital  for  Women  and  Children,  28,  Chester 
square,  S.W. 

1883*  Morris,  Clarke  Kelly,  M.R.C.S.,  Gordon  Lodge,  Charl. 
ton  road,  Blackheath,  S.E. 
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1893t  Morse,  Thomas  Herbert,  F.R.C.S.,  All  Saints'  green, 
Norwich.     Trans.  1. 

1896  MuGFORD,  Sidney  Arthur,  L.R.C.P.,  135,  Kennington 
park  road,  S.E. 

1893  MuiR,  Robert  Douglas,  M.D.,  The  Limes,  New  Cross 
road,  S.E. 

1885  Murray,  Charles  Stormont,  L.R.C.S.  and  L.M.Ed., 
85,  Gloucester  place,  Portman  square,  W. 

1896t  NTartman,  R.  T.,  M.D.Brux.,  Parsi  Lying-in  Hospital, 
Bombay. 

1902t  Nariman,  Temulfi  Bhicafi,  L.M.&F.Bombay,  Bombay, 
India. 

1892t  Nash,  W.  Gifford,  F.R.C.S.,  Senior  Surgeon  to  the  Bed- 
ford County  Hospital,  Clavering  House,  De  Parys 
avenue,  Bedford. 

1902t  Newland,  H.  Simpson,  M.B.Adel.,  F.R.C.S.Eng.,  12, 
North  terrace,  Adelaide,  South  Australia. 

1889t  Newnham,  William  Harry  Christopher,  M.A., 
M.B.Cantab.,  Physician-Accoucheur  to  the  Bristol 
Greneral  Hospital ;  Chandos  Villa,  Queen's  road, 
Clifton,  Bristol. 

1893t  Nichol,  Frank  Edward,  M.A.,  M.B.,  B.C.Cantab., 
1,  Ethelbert  crescent,  Margate. 

1873t  Nicholson,  Arthur,  M.B.Lond.,  30,  Brunswick  square, 

Brighton.     Council,  1897-9. 
1904t  Nicholson,  Haery   Oliphant,    M.D.Edin.,  20,  Manor 

place,  Edinburgh. 

1876*  Nix,  Edward  James,   M.D.,    11,   Weymouth  street,   W. 

Council,  1889-90. 
1903     Nolan,  William,  L.E.C.P.&  S.I.,  L.M.Dubl.,  20,  Talbot 

road,  Bayswater,  W. 

1903t  NoTT,  Arthur  Holbrook,  M.B.Durh.,  Major,  Indian 
Medical  Service,  c/o  Messrs.  Grindlay  &  Co., 
54,  Parliament  street,  S.W. 
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1904t  Odgers,  Norman  Blake,  M.B.,B.Ch.OxoD,r.R.C.S.Eng., 
]6,  Castilian  street,  S.  Giles  street,  Northampton. 

1905     Orr,    William    Kobeet,    M.D.,    Coolard    lodge,    East 
Finchley,  N. 

1899t  OsBORN,  Francis  Arthur,  L.R.C.P.Lond.,  Ennismore 
House,  Dover. 

1877t  OsTEELOH,  Paul  Rudolph,  M.D.Leipzic,  Physician  for 
Diseases  of  Women,  Diaconissen  Hospital ;  Wiener- 

strasse  8,  Dresden. 
1892     Owen,  Samuel  Walshe,  L.R.C.P.Lond.,  10,  Shepherd's 

Bush  road,  W. 
1902     Oxley,  Alfred  James  Rice,  M.D.Dubl.,   7,   Courtfield 

road,  S.W. 

1889*  Page,    Harry    Marmaduke,    M.D.Brux.,    F.R.C.S.,    14, 

Grenville  place,  S.W. 
1877*  Paramore,  Richard,  M.D.,  2,  Gordon  square,  W.C. 

1867*tPARKS,  John,   M.E.C.S.,  Bank  House,  Manchester  road. 

Bury,  Lancashire. 
1887     Parsons,  John  Inglis,  M.D.Durh.,  M.R.C.P.,  Physician 

to  the  Chelsea  Hospital  for  Women,  3,  Queen  street, 

Mayfair,  W.     Trans.  2. 
1904     Paterson,    Herbert    John,   M.A.,  M.B.,  B.C.Cantab., 

F.R.C.S.Eng.,  9,  Upper  Wimpole  street,  W. 

1899  Paul,  J.  E.,  M.D.,  c/o  Messrs.  Parry  and  Co.,  70,  Grace- 
church  Street,  E.G. 

1902t  Payne,  Edward  Marten,  M.B.,  CM.,  St.  John's,  Rich- 
mond terrace,  Blackburn. 

1882*tPEACEY,  William,  M.D.,  Rydal  Mount,  St.  John's  road, 
Eastbourne. 

1894  Peake,  Solomon,  M.R.C.S.,  228,  Goldhawk  road, 
Shepherd's  Bush,  W. 

1899t  Peck,  Francis  Samuel,  M.R.C.S.Eng.,  Major,  Indian 
Medical  Service;  6,  Harington  street,  Calcutta. 

1871*  Pedler,  George  Henry,  M.R.C.S.,  L.R.C.P.,  6,  Treror 
terrace,  Rutland  gate,  S.W.     Council ^  1897-8. 
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1880*tPEDLEY,  Thomas  Franklin, M.D.,  Rangoon, India.  Trans.  1. 

1898t  Penny,  Alfred  Gervase,  M.A.,  M.B.,  B.C.Cantab. 
Rahere  house,  Clayfield,  Brisbane,  Queensland. 

188 If  Perigal,  Arthur,  M.D.,  New  Barnet,  Herts.  Council, 
1892-3. 

1879*tPESiKAKA,  Hormasji  Dosabhai,  23,  Hornby  row,  Bombay. 

1894  Petty,  David,  M.B.,  C.M.Edin.,  6,  High  road,  South 
Tottenham,  N.E. 

1903t  Philbrick,  John  Harold,  M.B.,  B.Ch. Cantab,  c/o 
Messrs.  Grindlay  &  Co.,  Calcutta. 

1879  Phillips,  George  Richard  Turner,  M.R.C.S.,  28,  Palace 
court,  Bayswater  hill,  W.     Councily  1891. 

1882  Phillips,  John,  M.A.,  M.D.Cantab.,  F.R.C.P.,  Professor 
of  Obstetric  Medicine  in  King's  College,  and 
Obstetric  Physician  to  King's  College  Hospital ;  68, 
Brook  street,  W.  Council,  1887-9,  1893.  1906.  Hon. 
Lib.  l89i-5.  Hon.  Sec.  1896-9.  Board  Hxam.  Mid- 
wives,  1892-4.  Vice-Pres.  1900-3,  1907.  Chairman 
1905.     Trans,  n. 

1878*  Philpot,  Joseph  Henry,  M.D.,  61,  Chester  square,  S.W. 
Council,  1891. 

1889t  PiNHORN,  Richard,  L.R.C.P.Lond.,  5,  Cambridge  terrace, 
Dover.     Council,  1897-9. 

1893  Playfair,  Hugh  James  Moon,  M.D.Lond.,  Assistant  Phy- 
sician,  Hospital  for  Women  and  Children,  Waterloo 
road;  7,  Upper  Brook  street,  Grosvenor  square,  W. 
Council,  1900. 

1891*  Pollock,  William  Rivers,  M.D.,  F.R.C.P.,  Obstetric 
Physician  to  the  Westminster  Hospital,  56,  Park 
Btreet,  Grosvenor  square,  W.  Council,  1895-7,  1902-4. 
Board  Exam.  Midwives,  1898-9.     Trans.  1. 

189  If  Pope,  Henry  Sharland,M.B.,  B.C.Cantab.,  Castle  Bailey, 
Bridgwater. 

1888*  PoPHAM,  Robert  Brooks,  F.R.C.P.Edin.,  L.R.C.P.Lond., 
"  EndyoD,"  130,  Argyle  road.  West  Ealing,  W 
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1903t  Potts,  William  Alexander,  B.A.Cantab.,  M.D.Edin., 
118,  Hao;ley  road,  Birmingham. 

1901  Powell,  Llewellyn,  M.B.,  B.C.Cantab.,  58,  New  Caven- 
dish street,  W. 

1886  Prangley,  He^^ry  John,  L.R.C.P.Lond.,  Tudor  House, 
197,  Anerley  road,  Anerley,  S.E. 

1880*  Prickett,  Marmaduke,  M.A.Cantab.,  M.D.,  Physician  to 
the  Samaritan  Hospital ;  27,  Oxford  square,  W. 
Council,  1892. 

1895  Priestley,  R.  C,  M.A.,  M.B.Cantab.,  81,  Linden  gardens, 
Bayswater,  W. 

1905  Provis,  Francis  Lionel,  F.R.C.S.Lond.,  11,  Brook 
street,  Hanover  square,  W. 

I898t  PuRSLow,  Charles  Edwin,  M.D.,  M.R.C.P.Lond.,  Hono- 
rary Obstetric  Officer,  Queen's  Hospital,  Birmingham  ; 
192,  Broad  street,  Birmingham. 

3876*tQuiRKE,  Joseph,  M.R.C.P.Ed.,  The  Oaklands,  Hunter's 
road,  Handsworth,  Birmingham. 

1878t  Eawlings,  John  Adams,  M.R.C.P.Ed.,  14,  Northampton 
place,  Swansea. 

1897t  Rawlings,  J.  D.,M.B.Lond.,  Rose  Hill  House,  Dorking. 

1870*  Ray,  Edward  Reynolds,  M.R.C.S.,  15a,  Upper  Brook 
street,  W.     Council,  1902-4. 

1894t  Eayner,  Herbert  Edward,  F.E.C.S.,  Diamond  hill, 
Camberley,  Surrey. 

1899t  Rayner,  David  Charles,   E.E.C.S.Eng.,  9  ,  Lansdown 
place,  Victoria  square,  Clifton,  Bristol. 

I860*  Rayner,  John,  M.D.,  Swaledale  House,  Highbury  quad- 
rant, N. 

1879  Read,  Thomas  Laurence,  M.R.C.S.,  1 1 ,  Petersham  terrace, 
Queen's  gate,  S.W.     Council,  1892. 

1905t  Rees,  Rhys  Basil,  L.S.A.Lond.,  Priory  house,  Queen's 
crescent,  N.W. 
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I879t  Reid,  William  Loudon,  M.D.,  Professor  of  Midwifery  and 
Diseases  of  Women  and  Children,  Anderson's  College ; 
Physician  to  the  Glasgow  Maternity  Hospital ;  7,  Royal 
crescent,  Glasgow.     Council,  1899-1901-2. 

1893t  Renshaw,  Israel  James  Edward,  F.R.C.S.Edin.,  Hulton 
street,  Salford,  Lanes. 

1875*tREY,  EuGBNio,  M.D.,  39,  Via  Cavour,  Turin. 

1890     Reynolds,  John,  M.D.Brux.,  11,  Brixton  hill,  S.W. 

1905t  Rice,  George,  M.D.Durh.,  46,  Friar  gate,  Derby. 

1905  Richardson,  Martin  James,  M.B.,  C.M.Edin.,  47, 
Gloucester  place,  Portraan  square,  W. 

1872*tRiCHARDSON,  William  L.,  M.D.,  A.M.,  Professor  of  Obs- 
tetrics in  Harvard  University ;  Physician  to  the  Boston 
Lying-in  Hospital ;  225,  Commonwealth  avenue, 
Boston,  Massachusetts,  U.S. 

18891  Richmond,  Thomas,  L.R.C.P.Ed.,  4,  Burnbank  gardens, 
Glasgow. 

1871*  RiGDEN,  Walter,  M.D.  St.  And.,  16,  Thurloe  place,  S.W- 
Council,  1882-3.     Trans.  1. 

1892  Roberts,  Charles  Hubert,  M.D.Lond.,  F.R.C.S.Eng., 
M.E.C.P.,  Physician  to  Out-patients  to  Queen  Char- 
lotte's Hospital ;  Physician  to  Samaritan  Free  Hos- 
pital for  Women;  21,  Welbeck  street,  Cavendish 
square.  CounctZ,  1897-9, 1905-7.  Board  Exam.  Mid- 
wives,  1901.  Trans.  4. 

O.F.*t  Roberts,  David  Lloyd,  M.D.,  F.R.C.P.,  F.R.S.Edin., 
Consulting  Obstetric  Physician  to  the  Manchester  Royal 
Infirmary ;  and  Lecturer  on  Clinical  Midwifery  and  the 
Diseases  of  Women  in  Owens  College;  11,  St.  John 
street,  Deansgate,  Manchester.  Council,  1868-70, 
1880-2.  Fice-Pres.  \S7 1-2.  Board  Exam.  Midwives, 
1900-4.     Trans.  5. 

1867*  Roberts,  David  W.,  M.D.,  56,  Manchester  street,  Man- 
chester square,  W.     Council,  1905. 

I890t  Roberts,  Hugh  Jones,  M.R.C.S.,Llywenarth,  Penygroes, 
R.S.O.,  N.  Wales. 
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1893  Roberts,  Thomas,  L.S.A.,  152,  Westbourne  Grove,  Bays- 
water,  W. 

1874*  Robertson,  William  Borwick,  M.D.,  St.  Anne's,  Thurlow 
park  road,  West  Dulwich,  S.E. 

1892  Robinson,  George  H.  Drummond,  M.D.,  B.S.Lond., 
Assistant  Obstetric  Physician,  West  London  Hospital ; 
17,  Seymour  street,  Portman  square,  W.  Comwci7,  1899- 
1900.    Board  Exam.  Midwives,  1898-1900.    Trans.  2. 

1887  Robinson,  Hugh  Shapter,  L.R.C.P.Ed.,  Talfourd  House, 
78,  Peckham  road,  Camberwell,  S.E. 

1876t*RoE,  John  Within qton,  M.D.,  Ellesmere,  Salop. 

1874*tRooTs,  William  Henry,  M.E.C.S.,  Canbury  House, 
Kingston-on-Thames. 

I903t  EosE,  Alexander  Macgregoe,  M.B.,  Ch.B.,  15,  Victoria 
street,  Aberdeen,  N.B. 

1904     Rose,  Thomas,  L.R.C.P.,  60,  Bloomsbury  street,  W.C. 

1893t  RosENAU,  Albert,  M.D.,  Hans  Eosenau  (am  Kurgar- 
ten),  Kissingen,  Bavaria.  (Winter,  Winter  Palace, 
Monte  Carlo.) 

1884t  Rossiter,  George  Frederick,  M.B.,  Surgeon  to  the 
Weston-super-Mare  Hospital ;  Cairo  Lodge,  Weston- 
super-Mare. 

1884t  Roughton,  Walter,  F.E.C.S.,  Cranborne  House,  New 
Barnet. 

1882*  RouTH,  Amand,  M.D.,  B.S.,  F.E.C.P.,  Obstetric  Physician 
and  Lecturer  on  Midwifery  at  Charing  Cross  Hos- 
pital; 14a,  Manchester  square,  W.  Council,  1886-8, 
1896-7,1907.  Board  Exam.  3Iidwives,\S93-5.  Hon. 
Lib.  1898-9.  Hon.  Sec.  1900-3.  Vice-Pres.  1904-6. 
Trans.  5. 

O.F.*  RouTH,  Charles  Henry  Felix,  M.D.,  Consulting  Physician 
to  the  Samaritan  Free  Hospital  for  Women  and  Children ; 
52,  Montagu  square,  W.  Cownci/,  1859-61.  Fice-Pres. 
1874-6.     Trans.  13. 

1887*tRowE,  Arthur  Walton,  M.D.Dur.,  1,  Cecil  street,  Margate. 
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1886  RusHWORTH,  Frank,  M.D.Lond.,  153,  Finchley  road, 
South  Hampstead,  N.W.     Council^  1905. 

1886t  RuTHEKFOORD,  Henry  Trotter,  M.A.,  M.D.Cantab., 
Salisbury  House,  Taunton.  Council,  1892-3. 
Trans.  1. 

1866*tSABOiA,  Baron  V.  de,  M.D.,  Director  of  the  School  of  Medi- 
cine, Rio  de  Janeiro  ;  7,  Rua  dom  Aflfonso,  Petropolis, 
Rio  Janeiro.     Trans.  2. 

1906     St. Johnston,  Thomas  Reginald,  L.R.C.P.,  Lewisham 

Infirmary,  S.E. 
1864*tSALTER,  John  H.,  M.R.C.S.,  D'Arcy   House,  ToUeshunt 

d'Arcy,  Kelvedon,  Essex.     Council,  1894-6. 

1868*  Sams,  John  Sutton,  M.E.C.S.,  St.  Peter's  Lodge,  Eltham 
road,  Lee,  S.E.     Council,  1892. 

1886*tSANDERS0N,  RoBERT,  M.B.Oxou.,  56,  Brunswick  square, 
Brighton. 

1872     Sangstee,  Charles,  M.E.C.S.,  148,  Lambeth  road,  S.E. 

1903t  Savage,  Smallwood,  M.B.Oxon.,  F.R.C.S.Eng.,  133, 
Edmund  street,  Birmingham. 

1894t  Savory,  Horace,  M.A.,  M.B.,  B.C.Cantab.,  Assistant 
Physician  to  Bedford  County  Hospital,  2,  Harpur 
place,  Bedford.     Trans.  1 . 

1890  Schacht,  Frank  Frederick,  B.A.,  M.D.Cantab.,  153, 
Cromwell  road,  S.W. 

1902  Scharlieb,  Mary  Ann  Dacomb,  M.D.Lond.,  M.S.,  B.S., 
Obstetric  Physician  to  the  Royal  Free  Hospital,  and 
Lecturer  on  Midwifery  to  the  London  School  of 
Medicine  for  Women ;  149,  Harley  street,  W. 
Council,  1905-7. 

1882     Serjeant,  David  Maurice,  M.D.,  27,  Peckham  road,  S.E. 

1905  Serjeant,  Edith,  L.E.C.S.&P.Edin.,  27,  Peckham  road, 
Camberwell,  S.E. 

1905t  Serjeant,  Helen  Mary,  L.E.C.S.&P.Edin.,  Babies' 
Castle,  Hawkhurst,  Kent. 
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1875     Seton,  David    Elphinstone,  M.D.,    1,  Emperor's  gate, 

S.W.     Council,  1884. 
1896t  Sharman,  Mark,  M.B.,  C.M.Glas.,  Rickmansworth. 
1894t  Sharpin,  Archdale    Lloyd,    L.E.C.P.Lond.,    Kimbol- 

ton  house,  Bedford. 

1891  Shaw-Mackenzie,  John  Alexander,  M.D.Lond.,  42, 
Green  street,  Park  lane,  W. 

1906t  Shaw,  William  Fletcher,  M.D.Vict.,  St.  Mary's  Hos- 
pital, Manchester. 

IQOOf  Shepherd,    Thomas    William,    L.R.C.S.Edin.,    Castle 

Hill  House,  Launceston. 
1906     Shields,    Ida    Russell,     M.B.,    B.S.Lond.,    Clapham 

Maternity  Hospital,  Clapham. 
1902     SiKEs,  Alfred    Walter,  M.D.,  B.Sc.Lond.,  40,  Argyll 

road,  Campden  hill,  W. 

1902  Simson,  Henry  J.  F.,  M.B.,  F.R.C.S.Ed.,  36,  Grosvenor 

street,  W. 

1888t  Sinclair,  Sir  William  Japp,  M.D.Aber.,  Honorary 
Physician  to  the  Southern  Hospital  for  Women  and 
Children  and  Maternity  Hospital,  Manchester ;  and 
Professor  of  Obstetrics  and  Gynaecology,  Owens 
College,  Manchester;  Garvock  House,  Dudley  road, 
Whalley  Range,  Manchester.  Council,  1899-1902. 
Vice-Fres.,  1903-7.     Trans.  1. 

1881t  Sloan,  Archibalu,  M.B.,  21,  Elmbank  street,  Glasgow. 

1876t  Sloan,  Samuel,  M.D.,  CM.,  5,  Somerset  place,  Sauchiehall 
street  west,  Glasgow. 

1890t  Sloman,  Frederick,  M.R.C.S.,  IS,  Montpellier  road, 
Brighton. 

1903  Smith,  Arthur  Lionel  Hall,  L.R.C.P.,  M.R.C.S.Lond., 

16,  New  Cavendish  street,  W. 
1905*  Smith,    George    Frederick    Darwall,    M.B.Cantab., 
B.Ch.Oxon.,  F.R.C.S.Eng.,  30,  Wimpole  street,  W. 

1901  Smith,  Guy  Bellingham,  M.B.,  B.S.Lond.,  F.R.C.S., 
24,  St.  Thomas's  street,  S.E.     Trant,  1. 
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1867*  Smith,  Hetwood,    M.D.,  25,  Welbeck  street,  Cavendish 

square,  W.     Cowwez7,  1872-5.    Board  Exam,  Midwives, 

1874-6.     Trans.  6. 

1875  Smith,  Richard  Thomas,  M.D.,  Physician  to  the  Hospital 
for  Women,  Sobo  square ;  33,  Wimpole  street,  W. 

1886t  Smith,  Samuel  Parsons,  L.K.Q.C.P.I.,  Park  Hyrat, 
Addiscombe  road,  Croydon. 

1899*tSMYLY,  Sir  William  Josiah,  M.D.,  F.R.C.P.I.,  58, 
Merrion  square,  Dublin. 

1868*  Spaull,  Barnard  E.,  M.E.C.S.,  L.R.C.P.,  1,  Stanwick 
road,  West  Kensington,  W. 

1888*  Spencer,  Herbert  R.,  xM.D.,  B.S.Lond.,  F.R.C.P., 
Obstetric  Physician  and  Lecturer  on  Obstetric  Medi- 
cine to  University  College  Hospital;  104,  Harley 
street,  W.  Comwc^V,  1890-92.  Board  Exam.  Midwives, 
1896-7.  Hon.  Sec.  1898-1901.  Vice-Fres.,  1902-4. 
Editor,  1903-7.     I*res.,  1907.     Trans.  11. 

1882*  Spooner,  Frederick  Henry,  M.D.,  Maitland  Lodge, 
Maitland  place,  Clapton,  N.E. 

1897  Stabb,  Arthur  Francis,  M.B.,  B.C.Cantab.,  Assistant 
Obstetric  Physician  to  St.  George's  Hospital,  and 
Lecturer  in  Midwifery  in  the  University  of  Cambridge; 
132,  Harley  street,  W.  Council,  1899-1901.  Board 
Exam.  Midwives,  1903-5. 

1877t  Stephenson,  William,  M.D.,  Professor  of  Midwifery, 
University  of  Aberdeen  ;  3,  Rubislaw  terrace,  Aberdeen, 
Council,  1881-3.     Vice-Pres.,  1887-9.     Trans.  2. 

1894  Stevens,  Thomas  G-eorge,  M.D.,  B.S.Lond.,  8,  Wey- 
mouth street,  W.  Council,  1902-3.  Board  Exam. 
Midwives,  \904i-5.     Trans.  2. 

1884t  Stevenson,  Edmond  Sinclair,  Knt.,  F.R.C.S.Ed.,  Strath- 
allan  House,  Rondebosch,  Cape  of  Good  Hope. 
Trans.  2. 

l875*tSTEWART,  William,  F.E.C.P.Ed.,  26,  Lethbridge  road, 
Southport. 
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1884  Stivens,  Bertram  H.  Ltne,  M.D.Brux.,  107,  Park 
street,  Grosvenor  square,  W. 

1883  Stocks,  Frederick,  M.R.C.S.,   421,  Wandsworth   road, 

S.W. 

1894t  Stott,  William  Atkinson,  M.E.C.S.,  L.E.C.P.Lond., 
2,  Hillary  place,  Woodhouse  lane,  Leeds. 

1866*  Strange,  William  Heath,  M.D.,  2,  Bel^ize  avenue, 
Belsize  park,  N.W.     Council  1882-4. 

1898t  Sturmer,  Arthur  James,  M.R.C.S.,  L.R.C.P.,  Lieut.- 
Col.,  c/o  Messrs.  Henry  S.  King  &  Co.,  9,  Pall  Mall, 
S.W.     Trans.  1. 

1884  Sunderland,   Septimus,  M.D.,  M.R.C.P.,   Physician  to 

the    Royal    Hospital  for  Children  and   Women;    11, 
Cavendish  place,  Cavendish  square,  W. 
1904     Swaffield,   Walter  H.,  M.D.,  F.R.C.S.Ed.,  30,  Wey- 
mouth  street,  Portland  place,  W. 

1896  Swan,  Charles'Atkin,  M.B.,  B.Ch.Oxon.,  3,  Chester  place, 
Hyde  Park  square,  W. 

1901  Swanton,  James  Hutchinson,  M.D.,  M.Ch.,  40,  HarJey 
street,  W. 

1893  SwAYNB,  Francis  Griffiths,  M.A.,  M.B.,  B.C.Cantab., 
140,  Church  road,  Norwood,  S.E. 

1892t  S WAYNE,  Walter  Carless,  M.D.Lond.,  Obstetric  Phy- 
sician, Bristol  Royal  Infirmary ;  Professor  of  Mid- 
wifery in  University  College,  Bristol;  Mathon  house, 
56,  St.  Paul's  road,  Clifton.     Council,  1903-6. 

I905t  SwETE-EvANs,  William  B.,  M.A.,  M.B.,  B.C.,  Malvern 
lodge,  Southport. 

1888*  Sworn,  Henry  George,  L.K.Q.C.P.  &  L.M.,  5,  Highbury 

crescent,  N. 

1883  Tait,  Edward  Sabine,  M.D.,  48,  Highbury  park,  N. 
Council,  1892-4.      Trans.  1. 

1880*tTAKAKi,  Kanaheiro,  F.R.C.S.,  10,  Niahi-Konyacho,  Kid- 
bashika,  Tokio,  Japan. 
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1891  Targett,   James   Henry,   M.B.,   M.S.Lond.,    F.R.C.S.. 

Obstetric  Surgeon  and  Joint  Lecturer  on  Midwifery 
to  Guy*8  Hospital,  19,  Upper  Wimpole  street,  W. 
Council^  1895.  1906.  Board  Exam.  Midwives, 
1900-2. 

1892*  Tate,  Walter  William  Hunt,  M.D.Lond.,  Obstetric 
Physician  to,  and  Lecturer  on  Midwifery  and  the 
Diseases  of  Women  at,  St.  Thomas's  Hospital;  32, 
Queen  Anne  street,  Cavendish  square,  W.  Council, 
1895-7.     Board  Exam.  Midwives,  189S-9.     Trans.  2, 

1900  Taylor,  Frank  Edward,  M.A.,  M.B.,  F.R.C.S.,  Path- 
ologist to  Chelsea  Hospital  for  Women,  11,  Beutinck 
street,  Cavendish  square,  W. 

1890*tTAYLOR,  John  William,  F.R.C.S.,  Surgeon  to  the 
Birmingham  and  Midland  Hospital  for  Women ; 
Professor  of  Gynaecology,  Birmingham  University ; 
22,  Newhall  street,  Birmingham.  Council,  1900-2. 
Trans.  4. 

1892  Taylor,  William    Bramley,  M.R.C.S.,  145,   Denmark 

hill,  S.E. 

I894t  Tench,  Montague,  M.D.Brux.,  L.R.C.P.Lond.,  Great 
Dunmow,  Essex. 

1890t  Thomas,  Benjamin  Wilfred,  L.R.C.P.Lond.,  Welwyn. 
1887t  Thomas,     William      Edmund,     L.R.C.P.Ed.,     Ashfield, 
Bridgend,  Glamorganshire. 

1901  Thompson,  Charles  Herbert,  M.D.Dubl.,  133,  Harley 

street,  W. 

1867*tTH0MPS0N,  Joseph,  L.R.C.P.Lond.,  Surgeon  to  the 
General  Hospital  and  Hospital  for  Women,  Notting- 
ham;  1,  Oxford  street,  Nottingham.  Council,  1896 -8. 
Trans.  1. 

1905  Thomson,  William  B.,  M.D.,  B.Ch.Glasg.,  Holborn 
Infirmary,  Archway  road,  Highgate,  N., 

1902  Thorne,  Mary,  M.D.,  148,  Harley  street,  W. 

1873*tTicEHURST,  Charles  Sage,  M.R.C.P.Edin.,  Petersfield, 
Hants. 
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1895t  TiNLET,  William  Edwin  FALKiNGRiDGE,M.B.,B.S.Durh., 
Hildegard  House,  Whitby. 

1879t  TiVY,  William  James,  F.R.C.S.Ed.,  5,  Victoria  square 
Clifton,  Bristol. 

1886t  TucKETT,  Walter  Reginald,  M.R.C.S.jWoodhouse  Eaves, 
near  Loughborough. 

1865*  Turner,  John  Sidney,  M.R.C.S.,  Stanton  House,  81, 
Anerley  road,  Upper  Norwood,  S.E.     Council,  1893-4. 

189 If  Turner,  Philip  Dymock,  M.D.Lond.,  Sudbury  villa, 
Ryde,  Isle  of  Wight.     Trans.  1. 

1897  Twynam,  George  Edward,  L.R.C.P.Lond.,  2,  Wetherby 
place,  Hereford  square.  South  Kensington. 

1890  Tyrrell,  Walter,  L.R.C.P.Lond.,  104,  Cromwell  road, 
S.W. 

1904t  Van  Buren,  Asa  Claude,  M.B.,  B.S.Lond.,  Bristol 
G-eneral  Hospital. 

1903  Vaughan,  Ethel  May,  M.D.,  B.S.Lond.,  Physician  for 
Diseases  of  Women  to  Out-patients,  Royal  Free 
Hospital,  and  Demonstrator  of  Gynaecology,  London 
School  of  Medicine  for  Women  ;  21,  Upper  Wimpole 
street,  W. 

1874*  Venn,  Albert  John,  M.D.,  3,  Hanover  court,  Hanover 
square,  W. 

1903t  Vincent,  George  Fourquemin,  F.R.C.S.Edin.,  Rozelle, 
Maybury  road,  Woking. 

1900*  Vincent,  Ralph  Henry,  M.D.,  B.S.Durh.,  1,  Harley 
street,  W. 

1898t  Walker,  Alfred,  M.D.,  B.C.,  M.A.Cantab..  12,  Ling- 
field  road,  Wimbledon. 

1866*tWALKER,  Thomas  James,  M.D.,  Surgeon  to  the  General 
Infirmary,  Peterborough ;  33,  Westgate,  Peterborough. 
Council,  1878-80. 

1901t  Wallace,   Arthur    John,    M.D.Edin.,   Surgeon   to   the 
Hospital  for  Women,  Liverpool ;   1,  Gambler  terrace, 
Liverpool. 
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1870  Wallace,  Frederick,  M.R.C.S.,  L.R.C.P.,  Foulden 
Lodge,  Upper   Clapton,  N.E.     Councily  1880-2. 

1893t  Walls,  Willlam  Kay,  M.B.Lond.,  14,  St.  John  street, 
Manchester. 

1879*tWALTER,  William,  M.A.,  M.D.,  Surgeon  to  St.  Mary's 
Hospital,  Manchester ;  20,  St.  John  street,  Man- 
chester. 

1867*tWALTEES,  James  Hopkins,  M.R.C.S.,  Surgeon  to  the  Royal 
Berkshire  Hospital ;  15,  Friar  street,  Reading,  Berks. 
Council,  1884-6.     Trans.  1. 

1898*tWARD,  Charles,  P.E.C.S.I.,  M.R.C.S.Eng.,Pietermaritz- 
burg,  Natal,  S.  Africa. 

1898t  Watson,  C.  R.,  M.D.Brux.,  5,  Mount  Ephraim  road, 
Tunbridge  Wells. 

1894  Webb,  John  Curtis,  M. A.,  M.B.,  B.C.Cantab.,  6,  Bina 
gardens,  S.W. 

I905t  Webster, CHARLEsGEORGE,Capt.I.M.S.,L.R.C.P.&S.Ed., 
Madras. 

1901  Weekes,  Henry  Holman,  M.D.Brux.,  L.E.C.P.Lond., 
21,  Kidbrook  park  road,  Blackheath,  S.E. 

1 89 It  Wellesley- Garrett,  Arthur  Edward,  L.R.C.S.  & 
L.M.Ed.,  6,  G-rosvenor  hill,  Wimbledon. 

1888*tWESTON,  Joseph  Theophilus,  M.D.Brux.,  care  of 
Messrs.  Grindlay  and  Co.,  54,  Parliament  street, 
S.W. 

1890*  Wheaton,  Samuel  W.,  M.D.Lond.,  Physician  to  the  Royal 
Hospital  for  Children  and  Women ;  10,  Rastell 
avenue,  Streatham  hill,  S.W. 

1902t  White,  Clement,  M.B.,  B.C.Cantab.,  Star  hill, Eochester. 

1903t  Whitehouse,  William  H.,  M.D.Durh.,  Keston  House, 
Aston  road,  Birmingham. 

1902t  Whitelocke,  Richard  Henry  A.,  M.B.,  C.M.Edin.,  6, 

Banbury  road,  Oxford. 
1882t  Wholey,   Thomas,   M.B.  Durh.,   Rockville,   Burlington 

place,  Eastbourne. 
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1901t  WiGG,  Henry  Higham,  M.D.Brux.,  L.R.C.P.,  F.E.C.S. 
Edin.,  8,  North  terrace,  Adelaide. 

1902  WiLLETT,    John    Abernethy,    M.B.Oxon.,    26,     Upper 

Wimpole  street,  W. 

1903  WiLLEY,  Florence  Elizabeth,  M.D.,  M.S.,  B.Sc.Lond., 

1a,  Devonshire  street,  Portland  place,  W. 

1904t  Williams,  Edward  Colston,  M.D.,  B.S.Lond.,  7,  Park 
road,  Wigan. 

1899  Williamson,  Herbert,  M.A.,  M.B.,  M.R.C.P.,  Assistant 
Obstetric  Physician,  Royal  Hospital  for  Women  and 
Children;  84,  Wimpole  street,  W.  Council,  1907. 
Trans.  3. 

1898t  Wilson,  Claude,  M.D.Edin.,  Belmont,  Church  road, 
Tunbridge  Wells. 

1892t  Wilson,  Thomas,  M.D.,  B.S.Lond.,  F.R.C.S.,  Assistant 
Obstetric  Physician  at  the  General  Hospital,  Birming- 
ham ;  87,  Cornwall  street,  Newhall  street,  Birming- 
ham.    Council,  1906-7.     Trans.  3. 

1901t  Wilson,  Thomas  George,  M.B.,  Ch. M.Sydney,  F.R.C.S. 
Edin. ;  296,  Ward  street,  North  Adelaide,  South 
Australia. 

1900t  WiNGATE,  William  Warburton,  M.B.,  B.C.Cantab.,  60, 
St.  Andrew's  street,  Cambridge. 

1886t  Winterbottom,  Arthur  Thomas,  L.R.C.P.Ed.,  c/o  H.  R. 

D.  Pearson,  Esq.,  King  Island,  Tasmania. 
1877*tWiNTLE,    Henry,    M.B.,    33,    Strawberry    High    road, 

Twickenham. 

1893  Wise,  Robert,  M.D.Edin.,  290,  Ivydale  road,  Nunhead, 
S.E. 

1906t  Withers,  Frederick  Ernest,  L.R.C.P.,  The  Manor 
House,  Horncastle. 

1887t  Withers,  Robert,  M.R.C.S.,  Steuteford  Lodge,  Spencer 
terrace,  Lipson  road,  Plymouth. 

1890  WoRNUM,  George  Porter,  M.R.C.S.,  58,  Belsize  park, 
Hampstead,  N.W. 
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1904t  WoRTHiNGTON,    RiCHARD,    M.B.,    B.C.Cantab.,    Gordon 

road,  Lowestoft. 
1876t  Worts,    Edwin,   M.E.C.S.,   L.R.C.P.,   6,   Trinity   street, 

Colchester. 

1887t  Wright,  Charles  James,  M.R.C.S.,  Senior  Surgeon  to 
the  Hospital  for  Women  and  Children,  Leeds ;  Pro- 
fessor of  Midwifery  to  the  Yorkshire  CoU.ege  ;  Lynton 
Villa,  Virginia  road,  Leeds.     Council^  1903-5. 

1888*tWYATT- Smith,  Frank,  M.B.,  B.C.Cantab.,  British  Hospital, 
Buenos  Ayres. 

1882*tYouNG,  Charles  Grove,  M.D.,  Berbice,  Upper  Sea  road, 
Bexhill,  Sussex. 

1906t  Young,  Ernest  Eric,  M.S.Lond.,  North  Staffordshire 
Infirmary,  Hartshill,  Stoke-on-Trent.     Trans.  1. 
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ON  A  CASE  OF  PYELONEPHRITIS  OF  PREG- 
NANCY. 

By  W.  Anstruther  Milliqan,  M.B.Aberd.,  F.R.C.S.Edin. 

Pyelonephritis  commencing  during  pregnancy  has  not, 
80  far  as  I  can  gather,  been  brought  before  the  notice  of 
this  Society,  and,  as  I  have  recently  been  able  to  study 
such  a  case,  I  have  thought  it  well  to  make  it  the  subject 
of  a  short  communication. 

Whilst  I  was  Registrar  to  the  Hospital  for  Women, 
Soho  Square,  a  patient  with  the  following  history  was 
admitted  under  the  care  of  Mr.  Drew,  to  whose  kindness 
I  am  indebted  for  permission  to  make  use  of  it  : — 

Mrs.  Y — ,  aged  23,  was  admitted  to  hospital  on  January 
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9th,  1904.  She  had  been  married  two  years,  and  had  had 
two  children,  the  later  of  whom  was  born  three  weeks 
previous  to  her  admission.  The  history  she  gave  was 
that,  until  six  weeks  before  her  confinement,  she  was,  so 
far  as  she  knew,  perfectly  well.  About  this  time  she  began 
to  suffer  from  indefinite  pains  in  her  left  loin,  radiating  over 
the  abdomen  and  into  the  back.  About  the  same  time  she 
noted  that  her  urine  was  thick,  and  that  it  sometimes 
had  a  disagreeable  smell.  She  felt  ill,  and  was  more  or 
less  confined  to  bed.  She  was  under  medical  supervision, 
and  was  evidently  feverish,  as  she  says  that  her  tempera- 
ture was  regularly  taken.  Nothing  definite  was  found  to 
account  for  her  symptoms.  The  confinement,  w^hich  took 
place  at  full  time,  was  perfectly  straightforward. 

Subsequently,  the  symptoms  not  abating,  she  came  to 
hospital  for  advice.  On  admission,  the  patient  had  a 
temperature  of  101°  F.,  and  looked  very  ill.  Examination 
revealed  a  large,  dull,  immobile  swelling  in  the  left  kidney 
region,  extending  back  to  the  spinal  muscles  and  down  as 
far  as  the  brim  of  the  pelvis.  Faint,  deep  fluctuation  was 
detected,  and  pressure  over  the  swelling  caused  pain.  The 
urine  was  acid,  had  a  sp.  gr.  of  1015,  and  contained  a  large 
amount  of  pus.  Pelvic  examination  revealed  nothing 
abnormal. 

Mr.  Drew  explored  retroperitoneally,  and  evacuated  a 
large  amount  of  pus  from  the  much  distended  pelvis  and 
ureter  of  the  left  kidney.  No  stone  or  caseating  matter 
was  found.  The  kidney  was  slightly  disorganised.  Drainage 
was  employed,  and  the  patient  gradually  recovered,  and 
was  discharged.  Her  urine  was  acid  all  through,  the  pus 
gradually  disappearing.  She  was  seen  again  in  October, 
1905,  and  reported  that,  since  leaving  the  hospital  in  March, 
1904,  she  had  been  perfectly  well  and  had  gained  flesh.  She 
had  had  another  child,  nine  months  ago,  but  no  return  of 
her  previous  trouble. 

Such,  then,  is  the  history  of  the  case — a  woman  attacked 
in  her  seventh  month  of  pregnancy  with  pain  in  the  left 
side  and  the  back ;  thick  urine  was  passed,  and  there  was 
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a  general  feeling  of  malaise.  The  symptoms  were  not 
relieved  till  the  operation  took  place,  when  a  pyonephrosis 
of  the  left  side  was  evacuated  and  drained. 

The  sequence  of  events  in  this  case  was  probably  due  to 
the  fact  that  a  pyelonephritis  was  set  up  in  consequence 
of  (a)  some  pressure  on  the  ureter,  rendering  the  kidney 
and  its  pelvis  a  "  point  of  least  resistance/^  and  (b)  the 
entrance  of  some  pyogenic  organism,  the  pyelonephritis 
subsequently  becoming   complicated  by  a  pyonephrosis. 

It  may  be  that  originally  there  was  a  hydronephrosis, 
caused  by  pressure  on  the  ureter,  and  that  this  hydro- 
nephrosis subsequently  became  infected.  The  history 
points  to  the  first  as  being  the  more  likely  sequence  of 
events.  That  pyelonephritis  can  commence  during  preg- 
nancy, I  mean  that  it  may  begin  as  a  direct  result  of  the 
patient's  being  pregnant,  I  do  not  think  anyone  will  doubt. 
In  order  to  induce  this  pyelonephritis  we  must  have 
(1)  a  predisposing  and  (2)  an  exciting  cause. 

(1)  The  predisposing  cause  is  pressure  exerted  on  the 
ureter  in  some  part  of  its  course,  and  consequent  produc- 
tion of  stagnation  of  the  urine  and  dilatation  of  the  parts 
above  the  point  compressed.  The  most  widely  accepted 
view  is  that  the  ureter  is  nipped  between  the  gravid  uterus 
and  the  pelvic  brim — a  theory  which  has  received  support 
on  account  of  the  fact  that  the  trouble  is  in  a  very  large 
proportion  of  cases  on  the  right  side,  to  which  side  there  is 
said  to  be  a  normal  inclination  of  the  uterus,  aggravated 
when  it  becomes  pregnant.  Another  theory  recently 
advanced  by  Cathala  (23)  is  that  the  constriction  is 
brought  about  by  the  traction  exerted  on  the  ureter  by 
the  inferior  uterine  segment.  With  this  latter  theory  I 
am  more  inclined  to  agree,  as  it  seems  to  me  to  explain 
better — (1)  those  cases  which  commence  early  in  preg- 
nancy, before  it  is  possible  for  the  uterus  to  exert  any 
pressure  on  the  ureter  by  nipping  it  against  the  pelvic 
brim ;  (2)  those  cases  commencing  after  labour,  when  the 
uterus  is  supposed  to  sink  down  into  the  pelvis  and  drag 
on  the  ureter.    In  the  ^  Lancet'  of  September  9th,  1905,  a 
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case  commencing  after  labour  is  recorded  by  Chatelain  (31) . 
In  addition  to  this,  as  predisposing  causes,  we  have  the 
congested  state  of  the  organs  and  the  overwork,  conditions 
common  to  pregnancy  and  favourable  to  the  growth  of 
organisms  should  they  gain  admittance. 

(2)  The  exciting  cause  is  some  pathogenic  organism 
gaining  entrance  to  the  kidney  by  means  of  the  blood-  or 
lymph-stream.  The  chief  offender  seems  to  be  the  colon 
bacillus,  the  virulence  of  which  is  no  doubt  attenuated  on 
account  of  the  constipation  so  common  amongst  pregnant 
women.  In  the  case  recorded  above  I  am  sorry  I  cannot 
vouch  for  the  organism,  as  no  bacteriological  examination 
was  made. 

The  infection  may  be  ^'  ascending,'^  in  which  case  the 
history  is  altogether  different,  and  usually  the  offender 
is  the  streptococcus  or  staphylococcus. 

The  recorded  cases  show  that  pyelonephritis  is  usually 
unilateral  and  right-sided,  a  point  touched  on  before.  It 
seems  also  to  be  more  frequent  in  primiparas.  Some  may 
object  that,  as  the  pyelonephritis  of  pregnancy  is  a  rare 
occurrence,  there  must  be  some  particular,  rare  combina- 
tion of  events  to  produce  it.  In  reply  to  this  I  ask,  Is 
pyelonephritis  as  rare  as  we  think  ?  May  not  a  good 
many  of  the  cases  of  so-called  albuminuria  of  pregnancy 
be  in  reality  cases  of  pyelonephritis  ?  This  can  only  be 
answered  by  a  systematic  examination  of  the  urine  for  pus 
in  all  cases  where  we  find  albuminuria.  The  insidious  onset 
of  such  cases  may  often  be  misleading  as  to  diagnosis. 
Then,  again,  the  duration  may  only  be  a  matter  of  ten  to 
twelve  days,  perhaps  less.  Symptoms  also  may  be  inter- 
mittent, due  to  a  temporary  lessening  of  the  pressure  on 
the  ureter.  The  character  of  the  urine  varies  according 
to  the  stage  of  the  illness  at  which  the  examination  takes 
place.  It  is  usually  acid,  and  contains  pus  and  epi- 
thelial debris.  Bacteriological  examination  will  reveal  the 
presence  of  the  offending  micro-organism.  It  is  possible 
that  those  who  have  had  previous  kidney  trouble  will  be 
more  liable  to  suffer  from  the  pyelonephritis  of  pregnancy 
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than  those  who  have  perfectly  healthy  kidneys,  but  of 
this  point  I  have  no  definite  proof. 

The  description  of  the  pyelonephritis  of  pregnancy 
belongs  to  recent  years ;  our  knowledge  of  it  comes  very 
largely  from  French  authors.  The  first  mention  of  it  is 
made  by  Rayer  (1)  in  1841,  but  the  first  real  description 
was  not  given  till  about  1892,  when  Reblaub  (2)  read  a 
paper  entitled  "  Des  Infections  des  Reins  et  du  Bassinet 
Consecutives  a  la  Compression  de  TUretere  par  T Uterus 
Gravide.^'  Since  then  we  have  periodical  literature 
appearing  on  the  subject,  a  full  list  of  which  I  append  to 
this  paper.  This  I  have  gone  through,  and  will  very 
shortly  recount  the  more  important  of  the  various  con- 
clusions. 

Bonneau  (3),  in  1893,  published  his  researches,  and 
came  to  the  conclusion  that  compression  of  the  ureters 
is  frequent  during  the  course  of  pregnancy,  and  that  this 
compression  places  the  kidney  and  upper  part  of  the 
ureter  in  imminent  danger  of  infection.  The  infection,  he 
says,  comes  from  the  intestine  through  the  blood-stream. 

Weill  (11),  in  1898-99,  says  the  infection  may  (1)  enter 
through  the  blood,  or  (2)  enter  through  the  lymphatics,  or 
(3)  may  be  ascending,  the  kidney  being  attacked  as  the 
point  of  least  resistance. 

Reid  (10),  in  1899,  speaks  of  the  disease  as  rare. 
He  mentions  two  causative  factors:  (1)  ureteral  com- 
pression, (2)  infection.  Compression  may,  he  thinks,  be 
easily  explained  by  the  close  relation  existing  between  the 
ureters  and  the  uterus  on  the  one  hand  and  the  pelvic 
brim  on  the  other.  He  quotes  Cruveilhier  as  pointing 
out  that  in  his  experience  all  women  who  died  during 
pregnancy  or  soon  after  delivery  had  dilated  ureters. 
That  the  right  kidney  is  the  one  usually  attacked  he 
considers  to  be  due,  as  pointed  out  by  Vinay,  to  the 
normal  inclination  of  the  uterus  to  the  right,  intensified 
in  pregnancy.  He  regards  the  infection  as  due  to  the 
colon  bacillus. 

Bredier  (16),  in  1901-02,  calls  special  attention  to  the 
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fact  that  cases  diagnosed  as  albuminuria  may  possibly  be 
cases  of  pyelonephritis. 

Balatre  (17),  in  1903,  Avrites  that  pyelonephritis  usually 
commences  about  the  fifth  month,  and  is  caused  by  reten- 
tion due  to  compression  of  the  ureter  and  the  entrance  of 
an  infective  organism  ascending  or  descending. 

In  more  recent  times  the  most  important  work  on 
this  subject  is  found  in  papers  by  Cathala,  Opitz,  and 
Ziegelmann. 

Cathala  (23),  writing  in  1904,  comes  to  the  conclusion 
that  there  are  two  great  causes — (1)  'predisposing:  weak- 
ness of  the  kidney  in  the  matter  of  resistance,  compression 
which  he  attributes  to  the  tension  produced  on  the  ureter 
by  the  inferior  segment  of  the  uterus ;  (2)  determining  : 
entrance  of  colon  bacillus  through  the  blood-stream  into 
the  kidney.  He  recognises  two  stages  in  the  clinical 
picture — (a)  a  pre-suppurative,  and  (b)  a  suppurative. 

Opitz  (30),  in  1905  ('Zeits.  fiir  deburts.  und  Gynakol.,' 
vol.  Iv),  writes  a  full  account  of  pyelonephritis  of  preg- 
nancy."'^ He  bases  his  paper  on  seventy-nine  cases. 
Pregnancy  tends  to  bring  about  pyelitis  (cysto-uretero- 
pyelo-nephritis)  ;  there  are  three  modes  of  infection — 
(1)  an  ascending  from  the  bladder;  (2)  from  the  urine — 
^.  e.  really  from  the  blood ;  (3)  from  the  lymph-channels, 
which  last  may  account  for  some  cases  occurring  during 
the  puerperium.  One  or  both  ureters  may  be  dilated, 
usually  the  right  as  it  lies  further  from  the  mid-line  and 
so  is  less  protected.  The  urethra  always  contains  micro- 
organisms;  it  is  likely  that  these  get  into  the  bladder 
during  pregnancy  owing  to  congestion  and  occasional 
retention.  The  valve-like  communication  between  the 
bladder  and  the  ureter  usually  protects  the  latter  from 
ascending  infection.  Urine  is  squirted  into  the  bladder 
intermittently  and  the  valve  closes.  Dilatation  of  the 
ureter  occurs  and  a  column  of  stagnant  urine  fills  the 
lower   part  of  the  ureter,   and   thus   is  established   free 

*  See  abstract  by  Dr.  Andrews  in  the  'Journal  of  Obstetrics'  for 
November,  1905,  vol.  viii,  No.  5,  p.  327. 
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communication  between  bladder  and  ureter.  Pressure 
on  the  ureter  from  flat  pelvis  is  less  likely  to  occur. 
Kinking  of  the  ureter,  due  to  a  low  position  of  the 
kidney,  may  be  a  cause  of  dilatation  during  pregnancy. 
(Kelly.)  Pressure,  says  Opitz,  is  exerted  on  the  ureter 
as  it  crosses  the  brim.  If  pressure  were  exerted  by  the 
lowest  part  of  the  foetus,  pyelonephritis  would  be  most 
common  during  the  last  two  months.  This  is  not  so; 
the  symptoms  commence  at  the  fifth  month. 

Ziegelmann  (29),  in  1905,  writes  that  compression  of 
the  ureters  between  the  enlarged  uterus  and  the  pelvic 
brim,  coupled  with  the  entrance  of  an  organism,  either 
ascending  or  descending,  is  the  cause  of  pyelonephritis. 
More  usually  the  infection  is  a  descending  one,  the 
organism,  the  colon  bacillus,  being  brought  to  the  kidney 
by  means  of  the  blood-stream.  He  points  out  that  the 
inflamed  ureter  may  be  felt  per  vaginam. 

Such  are  the  opinions  I  have  been  able  to  abstract 
from  the  papers  to  which  I  have  had  access,  and  they  all 
agree  in  the  main.  The  point  of  interest  lies  in  the 
question  as  to  where  and  how  the  ureter  becomes  com- 
pressed, for  compression  seems  to  be  an  essential  element, 
rendering  the  kidney  and  the  pelvis  capable  of  being 
attacked  by  some  pathogenic  organism.  I  cannot  suggest 
any  other  theory  than  those  mentioned  above,  and  yet  at 
the  same  time  we  still  seem  to  need  something  more 
definite  to  account  for  the  compression.  There  are  many 
other  interesting  points  that  could  be  raised,  as,  e.  g., 
treatment,  prognosis  to  mother  and  child,  relation  to 
eclampsia,  and  the  question  of  the  treatment  of  one 
suffering  from  pyelonephritis  during  the  lying-in  period, 
but  time  will  not  permit. 
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Dr.  Detjmmond  Maxwell  remarked  that  any  record  of  this 
complication  of  pregnancy  was  interesting  when  one  considered 
hoAY  scanty  were  the  reports  of  (proved)  cases  in  English  litera- 
ture. Already  the  bibliography  of  the  subject  was  an  extensive 
one,  but  in  the  original  list  appended  to  the  paper  he  noticed  the 
absence  of  Dr.  Matthews  Duncan's  name.  He  (Dr.  Matthews 
Duncan)  was,  however,  perfectly  familiar  with  this  complication  of 
pregnancy,  and  though  he  never  devoted  an  actual  clinical  lecture 
to  the  subject,  still,  the  following  extract,  taken  from  his  lecture 
on  "  Eetention  of  Urine,"  would  clearly  establish  his  right  to  be 
included  as  one  of  its  earliest  observers.  Dr.  Matthews  Duncan 
wrote  as  follows  :  "  Pregnancy  has  long  been  known  to  occa- 
sionall}'  cause  obstruction  of  the  ureters.  This  obstruction  is 
most  likely  to  affect  the  right  ureter,  and  the  reasons  for  this  are 
the  two  following :  right  lateral  obliquity  of  the  womb,  and  the 
ureter  is  pushed  forwards  favourably  for  pressure  on  the  right 
side,  which  it  is  not  on  the  left."  As  regards  the  methods  of 
clinical  investigation  of  the  case  recorded  to-night,  as  the  author 
of  the  paper  himself  confessed,  they  were  extremely  scanty  and 
were  in  his  (Dr.  Maxwell's)  opinion  too  indefinite  to  permit  of 
the  case  being  included  in  the  list  of  proved  cases  of  this  affec- 
tion. There  were  three  definite  clinical  means  of  investigating 
this  condition :  (1)  intra- vesical  separation  of  the  urine,  to 
establish  the  unilateral  nature  of  the  affection ;  (2)  bacterio- 
logical examination  of  the  purulent  deposit,  to  determine  the 
nature  of  the  infective  agent ;  (3)  the  information  to  be  gained 
from  surgical  exploration  of  the  affected  kidney,  should  such  a 
step  be  deemed  necessary.  Now,  in  the  case  recorded  to-night 
there  was  only  this  last  source  of  information,  and  it  left  one 
completely  in  the  dark  both  as  regards  the  infective  agent  and 
whether  it  followed  an  ascending  or  a  descending  route,  whereas 
we  knew  that  in  the  classical  type  of  this  complication  the  infec- 
tive agent  was  the  colon  bacillus  and  it  reached  the  kidney  by  a 
descending  route.  The  most  interesting  feature  of  the  case 
reported  to-night  lay  undoubtedly  in  the  left- sided  nature  of 
the  attack ;  it  would  be  interesting  to  know  if  Dr.  Milligan  could 
advance  any  anatomical  explanation  for  this  very  rare  anomaly. 
Dr.  Maxwell  had  only  been  able  to  find  two  records  of  left-sided 
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cases,  both  in  tlie  Frencli  literature,  and  one  of  them  had 
occurred  in  connection  with  that  rare  type  of  contracted  pelvis 
the  **  obliquely  contracted,"  the  ureter  being  affected  on  the  side 
of  the  shorter  sacro-cotyloid  diameter.  The  following  case,  on 
which  his  (Dr.  Maxwell's)  experience  of  this  class  of  complica- 
tion was  based,  was  one  that  had  been  admitted  to  Queen 
Charlotte's  Hospital  two  years  ago  under  the  care  of  Dr.  Gow, 
who  had  kindly  allowed  him,  when  resident  medical  officer  there, 
to  investigate  fully  and  record  it.  The  patient  was  a  young 
primigravida,  aged  25,  who  had  been  sent  to  the  hospital  at  the 
fourth  month  of  pregnancy  with  the  diagnosis  of  **  premonitory 
symptoms  of  eclampsia,"  based  on  the  existence  of  severe  vomit- 
ing and  albuminuria.  Examination  of  her  urine  at  once  showed 
that  such  albumen  as  had  been  detected  was  clearly  due  to  pus 
which  roughly  in  the  test-tube  gave  a  volume  of  about  one  fifth. 
The  patient  had  no  pyrexia,  but  complained  of  occasional  pain 
in  the  left  side ;  examination  of  the  left  loin  failed  to  detect  a 
renal  enlargement,  but  was  accompanied  by  severe  pain  on  deep 
palpation.  Under  at  first  a  milk  and  later  a  mixed  diet, 
patient's  gastric  symptoms  were  completely  relieved,  and  she 
returned  home  after  a  week's  observation  in  hospital.  Approxi- 
mately at  the  twenty-sixth  week  of  her  pregnancy  she  came  back 
to  hospital,  with  a  return  of  her  former  symptoms.  She  was 
markedly  malnourished,  had  an  anxious  expression,  and  vomit- 
ing had  again  become  intractable.  There  was  still  neither 
pyrexia  nor  definite  signs  of  hepato-toxsemia,  but  a  gradually 
increasing  frequency  of  her  pulse-rate  to  an  average  of  110  per 
minute  justified  one  in  no  longer  pursuing  an  expectant  line  of 
treatment.  During  the  fortnight  that  she  was  under  observation 
in  hospital  for  a  second  time  he  had  the  opportunity  of  practising 
on  three  occasions,  prior  to  induction  of  labour,  intra-vesical 
separation  of  her  urine  by  means  of  Bar  and  Luys's  apparatus. 
No  difficulty  was  experienced,  though  some  writers  have  criti- 
cised the  use  of  the  instrument  in  the  later  months  of  pregnancy. 
On  the  first  occasion  the  bacteriological  examination  was  rendered 
almost  valueless  by  reason  of  the  preliminary  use  of  boracic  acid 
lotion  to  wash  out  the  bladder,  and  this  antiseptic  had  prevented 
the  secondary  growth  of  the  organism  in  culture  media ;  but  on 
three  subsequent  occasions,  twice  before  induction  and  once  after, 
the  bacteriological  findings  were  identical  and  proved  the  pres- 
ence of  Stajyhylococcns  albusj^yogenes.  The  delivery  of  the  patient 
was  not  followed  by  that  improvement  and  cessation  of  sym- 
ptoms which  seemed  to  be  almost  universal  in  these  cases ;  in 
addition  one  was  now  able  to  detect  a  fluctuating  renal  swelling 
in  the  left  loin,  and  the  patient  began  to  suffer  from  a  moderately 
severe  grade  of  pyrexia.  There  was  no  alternation  in  the  amount 
of  pus  in  the  urine.  The  patient  was  then  transferred  to  the 
London  Hospital,  under  the  care  of  Mr.  Mansell  MouUin.     Mr. 


12  ADENOMYOMATOUS    POLYPUS    OF    THE    CERVIX. 

Moullin  was  familiar  with  this  complication  of  pregnancy,  and 
he,  too,  was  inclined  to  regard  it  as  a  typical  case  of  pyelone- 
phritis of  pregnancy.  One  week  later  he  operated  on  the  patient, 
and  opened  a  large  pyonephritic  abscess  from  which  a  consider- 
able amount  of  friable  calculus  was  removed.  This  unexpected 
termination  had  prevented  the  case  from  being  laid  before  this 
Society  as  a  case  of  pyelonephritis  of  pregnancy,  and  also,  fortu- 
nately, its  erroneous  classification.  He  (Dr.  Maxwell)  had  thought 
it  important  to  mention  this  contrast  case,  for  there  was  little 
doubt  that,  while  the  condition  was  considerably  less  rare  than 
had  been  thought,  still,  in  the  absence  of  the  clinical  investigation, 
he  suggested  its  recognition  could  not  be  other  than  mere  surmise. 


SECTIONS  OF  AN  ADENOMYOMATOUS  POLYPUS 
OF  THE  CERVIX. 

Shown  by  Dr.  Frank  E.  Taylor. 

The  Fellows  of  this  Society  have  had  little  opportunity  of 
discussing  that  variety  of  neoplasm  known  as  adenomyoma 
of  the  uterus.  Hitherto  only  three  specimens  of  this  con- 
dition have  been  exhibited  at  its  meetings,  tw^o  by  Dr.  Tate 
on  April  6th,  1904,  and  one  by  myself,  on  May  4th,  1904. 
In  these  cases,  as  in  all  the  recorded  ones  with  which  I 
am  acquainted,  the  condition  presented  itself  as  a  diffuse 
growth  in  the  walls  of  the  uterus,  and  made  itself  clinically 
evident  by  the  production  of  profuse  uterine  haemorrhage. 
To  this  condition  Cullen  has  applied  the  name  "  adeno- 
myoma uteri  diffusum  benignum.'^  I  am  not  aware  that 
polypoid  growths  either  of  the  uterine  body  or  cervix 
have  yet  been  observed  which  show  the  structure  of  an 
adenomyoma.  I  present  to  the  Society  to-night  the  his- 
tological sections  of  a  polypus  springing  from  the  cervix 
uteri  which  show  such  a  structure  in  most  characteristic 
fashion.  In  conformity  with  Cullen's  nomenclature  such 
a  growth  may  be  termed  "  adenomyoma  uteri  polyposum 
benignum.''' 

This  tumour  is  of  interest  in  its  bearing  upon  the 
question    of    the    pathogenesis    of    adenomyoma    of    the 
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uterus.  The  most  widely  accepted  view  is  that  of  von 
Recklingliausen,  namely  that  the  great  majority  of  these 
growths  arise  from  remnants  of  the  Wolffian  bodies  which 
have  been  included  within  the  uterine  musculature.  The 
cases  I  have  recorded  do  not  support  this  view,  but  show 
that  many  of  them  are  Miillerian  in  origin,  taking  their 
origin  in  the  endometrium  and  its  subjacent  musculature, 
which  Sir  John  Williams  has  shown  to  be  the  muscularis 
mucosas  of  the  endometrium.  According  to  this  view  the 
constituents  of  an  adenomyoma  of  the  uterus  arise  as 
follows  :  From  the  glandular  structures  of  the  endometrium 
are  derived  its  epithelial  elements,  arranged  in  glandular 
fashion ;  from  the  stroma  of  the  endometrium  is  derived 
the  richly  cellular  lymphadenoid  connective  tissue  which 
surrounds  the  glands,  whilst  the  muscular  elements  are 
derived  from  that  portion  of  the  myometrium  which 
constitutes  the  muscularis  mucosae. 

The  adenomyomatous  polypus  now  submitted  supports 
this  view  of  their  origin,  springing  as  it  did  from  the 
cervix,  distant  from  the  seat  of  all  Wolffian  relics,  whilst 
the  body  of  the  uterus  and  the  cervix  itself  were  free 
from  growths. 

The  history  of  the  case  is  as  follows  : 

M.  A.  P — ,  a  widow,  a  multipara,  aged  53,  was  admitted 
into  Chelsea  Hospital  for  Women  under  the  care  of  Dr. 
W.  H.  Fenton  on  October  24th,  1905,  complaining  of 
'^  bleeding  from  the  womb,^^  which  commenced  five  years 
ago.  Prior  to  this  menstruation  had  been  quite  regular, 
both  as  regards  duration  and  quantity.  Five  years  ago 
an  irregular  haemorrhagic  discharge  commenced :  it  has 
gradually  become  more  profuse,  so  that  the  patient  has 
quite  lost  count  of  her  menstrual  periods.  She  has  been 
free  from  pain  throughout. 

Abdominal  examination  revealed  nothing  abnormal. 
Vaginally,  a  large  pedunculated  polypus  of  the  cervix  was 
found.  On  October  27th  ether  was  administered,  and 
Dr.  Fenton  twisted  off  the  polypus,  haemorrhage  being  con- 
trolled by  packing  the  cervix  with   gauze.      The  patient 
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was  discharged  from  hospital  on  November  6th_,  and  there 
has  been  no  recurrence  of  the  hemorrhage. 

The  removed  polypus  was  ovoid  in  shape  and  slightly 
flattened  from  side  to  side.  It  was  about  the  size  and 
shape  of  a  pigeon's  egg,  and  from  the  narrower  end 
sprang  a  very  short  pedicle  about  the  thickness  of  a  goose- 
quill.  It  was  pinkish-grey  in  colour  and  moderately  firm 
in  consistence. 

Microscopically,  it  shows  the  characters  of  an  adeno- 
myoma — masses  of  glandular  tissue  surrounded  by  a  richly 
cytogenic  lymphadenoid  connective  tissue.  The  periphery 
of  the  polypus  consists  of  endometrium-like  tissue  infil- 
trated with  small  round  cells,  and  the  lining  epithelium  is 
for  the  most  part  missing.  Where  traces  of  it  exist,  they 
show  the  structure  of  multiple  squamous  epithelium,  the 
result  of  metaplasia  of  the  simple  columnar  epithelium,  as 
a  result  of  irritation  due  to  the  polypus  projecting  into  the 
vagina. 

Dr.  Amand  Rotjth  had  seen  several  of  such  polypi  growing 
from  high  up  in  the  cervical  canal,  where  muscular  and  glandu- 
lar tissues  intermingle. 

Dr.  Herbert  Spencer  said  that  these  adeniferous  fibroid  polypi 
were  not  at  all  uncommon,  and  he  thought  it  a  mistake  to  call 
them  adenomyomata.  Uterine  myomata  were  known  to  contain 
glands  in  many  cases,  though  usually  the  glands  were  in  small 
numbers.  He  doubted  whether  the  term  "  adenomyoma  "  was 
properly  applied  even  to  those  curious  diffuse  gro^vths  with  great 
overgrowth  of  the  glands,  and  thought  that  the  condition  was 
probably  a  hypertrophy  of  the  mucosa  in  many  of  the  cases ; 
this  class  of  so-called  adenomyoma  was  quite  diiferent  from  the 
adenomyomata  described  by  von  Recklinghausen,  which  were 
probably  derived  from  foetal  relics. 

Dr.  Taylor,  in  reply,  agreed  with  Dr.  Amand  Routh  that  the 
condition  was  not  a  very  uncommon  one,  but  he  doubted  whether 
attention  had  hitherto  been  directed  towards  it.  He  used  the 
term  "  benignum  "  partly  in  accordance  with  Cullen's  nomen- 
clature and  partly  because  the  histological  characters  of  the 
tumour  were  characteristic  of  a  benign  growth  and  presented 
none  of  the  appearances  of  malignancy.  In  reply  to  Dr. 
Spencer,  he  believed  that  the  nomenclature  of  a  tumour  from  its 
microscopical  appearances  depended  largely  upon  the  interpreta- 
tion of  those  appearances.     Believing  as  he  (Dr.  Taylor)  did 
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that  the  tumour  consisted  partly  of  a  new  growth  of  glandular 
tissue  and  partly  of  a  new  growth  of  unstriped  muscular  tissue, 
and  that  these  two  elements  were  mixed  together  so  as  to  fonn  a 
single  tumour,  he  considered  that  the  name  **  adenomyoma  "  was 
aptly  applied  to  this  condition,  and  was  accurately  descriptive 
of  it. 


UTERUS  AND  ILIAC  GLANDS  REMOVED  BY 
ABDOMINAL  HYSTERECTOMY  FOR  CANCER 
OF    CERVIX. 

Shown  by  Dr.  Vincent  Dickinson. 

This  specimen  consists  of  a  uterus  affected  with  cancer 
of  the  cervix,  removed  by  abdominal  section,  together 
with  the  iliac  glands.  Microscopic  slides  are  also  shown, 
with  sections  both  of  the  growth  in  the  cervix  and  in  the 
glands  of  the  right  side. 

The  patient,  a  native  of  Cassino,  was  admitted  into  the 
Italian  Hospital  under  my  care  on  October  4th,  1905,  and 
gave  the  following  history :  Age  48,  married,  with  seven 
children,  the  last  nine  years  ago ;  one  abortion,  at  four 
months,  eighteen  years  ago.  With  the  exception  of  an 
attack  of  dysuria,  four  years  after  the  birth  of  the  last 
child,  she  was  in  good  health  till  July,  1904,  when  the 
menstrual  periods  became  more  frequent  and  copious,  until 
the  loss  was  eventually  almost  continuous.  The  patient 
was  stout,  but  stated  that  she  had  lost  flesh.  On  vaginal 
examination  the  cervix  was  much  enlarged,  the  canal 
patulous  and  disclosing  a  hard,  ulcerated,  bleeding  growth  ; 
there  was  no  extension  to  the  exterior  surface  of  the 
vaginal  portion,  the  whole  uterus  was  freely  mobile,  and 
no  thickening  could  be  felt  in  the  broad  ligaments.  Nothing 
was  discoverable  fer  ahdomen  or  fer  rectum.  On  October 
7th,  1905,  my  colleague,  Mr.  Lenthal  Cheatle,  operated  by 
the  abdominal  route,  following  the  method  of  Wertheim. 
The  posterior  layer  of  the  broad  ligament  was  first  divided 
on  either   side,  and  the  ureters  exposed  as  far  as  their 
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entrance  into  tlie  parametrium.  The  bladder  was  tlien 
separated  from  tlie  uterus,  and  the  infundibulo-pelvic,  the 
broad,  and  round  ligaments  tied  and  divided  on  both 
sides.  The  uterine  arteries  were  next  ligatured,  and  the 
portions  of  the  ureters  leading  to  the  bladder  were  isolated 
with  the  fingers.  The  posterior  layer  of  the  peritoneum 
was  then  divided,  and  the  rectum  separated  from  the 
vagina,  which  last  being  cut  across,  the  uterus  and  appen- 
dages were  removed.  The  excision  being  carried  upwards 
to  expose  the  great  iliac  vessels,  masses  of  enlarged 
lymphatic  glands  came  into  view  and  were  removed ;  those 
on  the  right  side  were  larger  than  those  on  the  left.  The 
resulting  cavity  was  filled  with  iodoform  gauze,  the  ends 
of  which  protruded  from  the  vagina,  the  peritoneum  was 
sewn  over  this  gauze,  and  the  abdominal  wound  closed  in 
the  usual  way.     No  drainage-tube  was  used. 

The  interest  of  the  case  is  that  at  first  sight  and  from 
the  clinical  aspect  it  appeared  an  ideal  one  for  vaginal 
hysterectomy,  it  having  been  seen  fairly  early,  the  uterus 
being  freely  mobile,  and  the  disease  not  having  spread 
either  towards  the  vagina  or  into  the  broad  ligaments,  as 
the  specimen  very  well  shows.  Probably  most  operators 
would  have  chosen  the  vaginal  route.  But  the  specimen 
also  shows  that  in  this  case  the  disease  could  not  have 
been  efficiently  removed  by  the  vaginal  route,  for  the 
lymphatic  glands  which  had  been  removed  in  the  present 
operation  would  have  been  inaccessible.  As  it  is  not 
possible  to  diagnose  by  palpation  the  presence  or  absence 
of  diseased  iliac  glands  prior  to  operation,  the  question 
arises  whether  it  is  ever  possible  to  remove  cancer  efficiently 
by  any  operation  conducted  through  the  vagina,  and 
whether  the  only  safe  course  is  a  complete  operation  such 
as  that  described  by  Wertheim. 

The  microscope  specimens  show  the  cervix  and  the 
iliac  lymphatic  glands  on  the  right  side  to  be  the  seat  of 
epithelioma  ;  the  glands  on  the  left  side,  though  enlarged, 
did  not  contain  any  malignant  growth. 

The  patient  did  well,  and  is  now  convalescent. 
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Dr.  Herbert  Spencer  expressed  a  hope  that  Dr.  Dickinson 
would  pubHsh  the  subsequent  history  of  the  case  he  had  reported 
to-night  after  an  interval  of  five  years,  or  sooner  if  recurrence 
should  take  place,  which,  as  far  as  our  present  knowledge  went, 
was  the  probable  outcome  in  all  cases  in  which  the  iliac  glands 
were  affected  with  cancer. 

Dr.  CuTHBERT  LocKYER  asked  if  "VVei-theim's  vaginal  clamps 
had  been  used  in  the  operation,  and  called  attention  to  the  fact 
that  the  point  upon  which  Wertheim  laid  the  greatest  possible 
stress,  viz.  free  removal  of  the  vagina,  had  not  been  adhered  to. 
The  specimen  showed  the  cancerous  cervical  growth  extending 
beyond  the  cut  edge  of  the  vaginal  wall,  and  this  in  Dr.  Lockyer's 
opinion  incurred  the  risk  of  local  recurrence.  The  essential 
feature  of  Wertheim' s  operation  was  the  dissection  of  a  sufficient 
length  of  the  vagina  to  allow  two  broad  clamps  to  be  applied 
beyond  the  growth,  so  that  after  the  vagina  was  cut  through 
beyond  the  clamps  the  growth  came  away  safely  concealed  in 
the  upper  clamped  portion  of  the  vagina.  The  cancerous  cervix 
ought  never  to  be  seen  during  the  operation.  As  regards  the 
presence  of  cancerous  glands  in  this  case,  it  had  been  pointed 
out  by  Wertheim,  Baisch,  and  others  that  these  were  the  worst 
cases  in  point  of  prognosis.  The  site  of  election  for  cancerous 
glands  was  the  fossa  ovarica  or  the  bifurcation  of  the  common 
into  the  external  and  internal  iliac  arteries.  In  this  situation  it 
was  impossible  by  clinical  means  to  discover  glandular  enlarge- 
ment before  operation,  but  Wertheim  himself  does  not  advance 
this  as  an  argument  against  the  abdominal  operation.  Baisch 
said  ('Archiv  fiir  Gynilk.,'  Bd.  Ixxv,  Heft  2)  that  we  must  reckon 
on  one-tenth  to  one-fifth  of  cases  as  having  cancerous  glands 
even  when  the  parametric  tissues  were  free  from  disease. 


TWO  CASES  OF  CALCIFIED  UTERINE  FIBROIDS 
IN  ELDERLY  WOMEN  REMOVED  BY  ABDO- 
MINAL  SECTION. 

By  Dr.  W.  S.  A.  Griffith. 

Case  1. — Mrs.  B — ,  aged  73,  was  seen  with  Mr.  Reginald 
Jowers  and  Mr.  Alfred  Scott  at  Brighton  on  March  10th, 
1905.  The  general  health  had  always  been  good.  In 
January   Mr.    Jowers   operated   for    strangulated  hernia, 
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the  operation  being  followed  by  troublesome  bronchitis 
and  retention  of  urine,  with  increasingly  severe  pain  in 
the  region  of  the  bladder;  this  for  some  reason  was 
most  frequently  severe  about  3  p.m.  in  the  afternoon,  and 
was  only  partially  relieved  by  a  half- grain  dose  of 
morphia.  A  distinguished  surgeon  had  two  days  pre- 
viously to  my  visit  given  the  opinion  that  the  case  was 
one  of  malignant  disease,  and  therefore  strongly  advised 
against  operation.  At  my  visit  the  patient  was  evidently 
ill  and  in  great  distress ;  there  was  evident  cystitis,  the 
urine  containing  pus. 

Filling  the  upper  half  of  the  pelvis  was  a  hard 
nodular  and  very  tender  mass,  impacted  but  not  abso- 
lutely fixed.  The  senile  uterus  was  freely  movable  in 
front  of  it;  the  rectum  was  firmly  compressed  by  it 
but  was  free  from  disease.  We  formed  the  opinion 
that  the  tumour  was  a  calcified  fibroid  and  advised  an 
exploratory  operation.  On  March  12th  we  operated  and 
found  the  tumour  to  consist  of  several  calcified  fibroids 
attached  to  the  posterior  surface  of  the  uterus.  The 
uterus  was  very  soft  and  fragile,  and  was  a  good  deal 
torn  as  the  result  of  the  traction  necessary  to  raise  the 
mass  out  of  the  pelvis.  The  haemorrhage  from  this 
source  was  easily  controlled  by  fine  sutures.  The  peri- 
toneum was  left  filled  with  warm  water.  Her  con- 
valescence was  uneventful ;  her  pain  ceased  from  the  time 
of  the  operation ;  the  wound  had  completely  healed  on  the 
tenth  day  when  I  removed  the  sutures. 

Case  2. — Two  days  after  the  operation  on  the  first  case 
I  operated  on  another  similar  one,  a  patient  of  Mr. 
Bott^s  of  Brentford,  aged  69  ;  previous  health  always 
good.  For  the  past  two  or  three  months  she  suffered 
from  increasing  pelvic  pain,  with  pressure  on  the  rectum 
and  difficult  micturition.  These  were  her  only  symptoms. 
We  found  a  hard  nodular  lump  in  the  pelvis  which  was 
in  the  enlarged  body  of  the  uterus  and  had  the  characters 
of  a  calcified   fibroid.     We   agreed  that  she   should  be 
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given  a  few  weeks  of  rest  and  ascertain  what  relief  this 
would  give.  After  three  weeks  Mr.  Bott  wrote  to  say  his 
patient  was  but  little  relieved  and  desired  to  have  the 
tumour  removed.  This  we  did  on  February  14th.  Supra- 
vaginal hysterectomy  was  simple  enough^  the  only  import- 
ant detail  being  the  necessity  for  gentle  tightening  of 
sutures  and  ligatures  to  avoid  tearing  the  soft  senile 
tissues.  Her  convalescence  was  uninterrupted;  she  was 
able  to  leave  the  Home  in  the  fourth  week^  quite  relieved  of 
her  pain,  and  Mr.  Bott  wrote  on  October  20th  that  she  has 
been  quite  well  since  the  operation  and  has  had  no  pain. 

These  two  cases  deserve  to  be  recorded  as  examples  of 
unusual  trouble  arising  late  in  life  from  calcified  fibroids. 
In  both  cases  the  suffering  was  suflicient  to  compel  each 
patient  to  beg  for  relief  from  operation.  The  specimens 
show  the  ordinary  characters  of  senile  degeneration,  and 
there  is  no  evidence  of  malignant  disease. 


SPECIMEN  OF  TUBAL  MOLE  ASSOCIATED  WITH 
(?)  SAECOMA  OF  THE  OVARY  OF  THE  SAME 
SIDE. 

Shown  by  Dr.  Galabin. 

The  patient  was  a  married  woman,  aged  46.  She  had 
had  five  children,  the  last  two  years  ago.  Her  illness 
began  with  amenorrhoea,  lasting  two  months.  This  was 
followed  by  a  profuse  haemorrhage,  with  pains,  lasting  for 
two  weeks,  and  she  was  supposed  then  to  have  had  a 
miscarriage.  After  this,  pain  continued,  with  a  reddish 
or  coifee-coloured  discharge,  for  a  month.  Then  she  had 
what  appeared  to  be  a  moderate  period,  followed  by  a 
continuance  of  a  brown  discharge,  for  another  week  up  to 
date  of  examination. 

The  uterus  was  found  enlarged,  the  sound  passing  four 
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and  a  half  inclies,  and  a  large  hard  mass  was  felt  bi- 
manually  coming  down  low  in  the  left  fornix.  It  was 
thought  to  be  probably  an  uterine  fibroid.  What  afterwards 
proved  to  be  the  dilated  tube  was  not  distinguished  sepa- 
rately, the  abdominal  wall  being  very  thick  with  fat. 

At  the  023eration  the  tumour  was  found  to  be  a  solid 
one  of  the  left  ovary.  Above  it  lay  the  left  tube,  dilated 
by  a  tubal  mole,  and  unruptured.  There  was  a  small 
central  cavity  and  an  embryo  about  one  third  of  an  inch 
long.  Thinking  the  tumour  to  be  probably  malignant,  Dr. 
Galabin  removed  the  body  of  the  uterus,  with  both  ovaries 
and  tubes.     The  patient  made  a  good  recovery. 

The  tumour  of  the  left  ovary  was  mainly  solid,  but  the 
cut  section  showed  a  few  very  small  cysts.  A  milky  juice 
could  be  scraped  from  the  fresh  section.  A  microscopic 
slide  was  shown,  and  according  to  a  report  received  from 
the  Clinical  Research  Association  the  structure  was  regarded 
as  spindle-celled  sarcoma. 

No  corpus  luteum  was  present,  unless  a  corpus  luteum 
was  represented  by  a  nodule  projecting  above  the  surface 
of  the  right  ovary,  and  consisting  of  hard,  white,  fibrous 
tissue.  In  any  case  Dr.  Galabin  thought  that  there  was 
probably  transperitoneal  migration  of  the  ovum,  in  view 
of  the  condition  of  the  left  ovary. 

As  recent  evidence  had  shown  the  connection  of  the 
corpus  luteum  with  the  life  of  the  ovum  in  the  early 
months  of  pregnancy,  and  the  development  of  the 
syncytium.  Dr.  Galabin  thought  that  the  absence  of  a 
corpus  luteum  might  account  for  the  mole  having  reached 
a  larger  size  than  usual  without  rupture,  the  diameter 
being  two  and  a  half  inches  after  shrinking,  and  for  the 
wall  of  the  tube  appearing  hypertrophied  and  not  eroded, 
being  in  parts  more  than  a  quarter  of  an  inch  in  thickness. 

The  s^fecimen  was  referred  to  the  Pathology  Committee. 

Dr.  Fairbairn  said  that  the  solid  tumour  of  the  ovary  in 
Dr.  Galabin's  specimen  corresponded  so  closely  to  the  character 
of  the  series  he  (Dr.  Fairbairn)  had  described  as  fibromata  in  a 
paper  read  at  this  Society  that  it  ought  also  to  be  classed  as  a 
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fibroma  and  not  as  a  sarcoma.  First  of  all  as  to  its  naked-eye 
characters.  The  section  showed  it  to  be  a  hard  fibrous  growth, 
encapsuled  in  the  ovary,  from  which  it  could  be  enucleated  just 
as  a  uterine  fibroid  from  the  uterine  wall.  Near  the  ovarian 
ligament  was  seen  an  easily  recognisable  portion  of  ovarian 
tissue,  whilst  the  rest  of  the  tumour  was  covered  by  a  thinned- 
out  capsule  of  tunica  albuginea,  which  also  could  be  stripped  off 
the  growth.  The  section  under  the  microscope  had  the  same 
characteristics  as  those  he  had  investigated,  and  he  felt  sure  that 
if  it  were  stained  by  van  G-ieson's  stain  it  would  turn  out  to  be 
fibromyomatous  in  structure.  If  what  he  had  said  was  true,  and 
there  was  ovum-bearing  tissue  on  the  outside  of  the  tumour, 
there  would  be  no  need  to  assume  that  trans-peritoneal  migration 
of  the  ovum  had  taken  place.  The  specimen  ought  to  be 
referred  to  the  Pathology  Committee  to  see  what  they  thought 
of  the  tumour. 

Dr.  Galabin  (in  reply)  said  that  he  was  inclined  to  agree 
with  Mr.  Targett's  report  on  account  of  the  numerous  large 
nuclei  seen  in  the  sections,  round,  oval,  or  elongated,  and 
apparently  proliferative. 
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A    CASE    OF    FIBRO-MYOMA    OF    THE    UTERUS 
UNDERGOING    SARCOMATOUS    CHANGE. 

(With  Plates  I,  II,  III.) 

By  W.  S.  A.  Geiffith,  M.D.,  and 
Heebeet  Williamson,  M.B. 

(Received  Noreinber  25th,  1905.) 

(Abstract.) 

The  case  is  recorded  of  a  patient  fifty-six  years  of  age,  who 
was  admitted  into  St.  Bartholomew's  Hospital  suffering  from 
sarcoma  of  the  uterus.  Six  years  previously  she  had  attended 
as  an  out-patient  at  the  same  hospital  on  account  of  an  abdo- 
minal tumour,  which  was  diagnosed  as  a  fibro-myoma  of  the 
uterus. 

Post  mortem  the  uterus  was  found  to  contain  several  fibro- 
myomata,  in  one  of  which  was  growing  a  sarcoma.  Secondary 
deposits  were  present  in  both  lungs. 

The  authors  discuss  the  various  conditions  under  which 
sarcoma  and  fibro-myoma  may  co-exist  in  the  same  uterus. 

They  point  out  the  difficulty  of  arriving  at  a  definite  con- 
clusion as  to  the  frequency  of  the  association. 

They  find  no  difficulty  in  accepting  the  doctrine  that  a  tumour 
originally  innocent  may  become  malignant,  and  conclude  that 
the  specimen  shown  is  an  example  of  a  fibro-myoma  undergoing 
sarcomatous  change. 

G.  F — _,  aged  56,  was  admitted  into  St.  Bartholomew's 
Hospital,  under  the  care  of  Dr.  Herringham,  on  June  27th, 
1905,  suffering  from  abdominal  pain  and  diarrhoea. 

The  patient  was  married,  but  had  been  a  widow  for 
nineteen  years.      She   had  never  been   pregnant.     Very 
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little  is  known  of  her  past  history,  except  that  six  years 
ago  she  attended  the  hospital  as  an  out-patient  on  account 
of  an  abdominal  tumour  and  of  an  excessive  loss  at  her 
menstrual  periods.  At  that  time  she  was  seen  by  Dr. 
Champneys,  who  made  a  diagnosis  of  uterine  fibroid,  but 
advised  that  no  operation  should  be  performed  as  she  was 
not  a  fit  subject. 

At  the  beginning  of  May,  1905,  the  patient  commenced 
to  suffer  from  abdominal  pain,  cough  and  night-sweats; 
on  June  25th  from  persistent  headache  and  from  diarrhoea, 
passing  three  or  four  loose  motions  a  day.  At  the  time 
she  presented  herself  at  the  hospital  her  temperature  was 
101°  F.  The  symptoms  were  suggestive  of  enteric  fever, 
and  she  was  sent  into  the  ward  with  this  provisional 
diagnosis. 

On  admission  her  condition  was  thus  described  : 

"  A  stout,  heavily-built  woman  with  no  marked  anaemia. 
Temperature,  101°  F. ;  pulse  100,  of  fair  volume  and 
tension.  Respirations  28  per  minute.  Tongue  coated  in 
the  centre,  red  at  the  edges.  Nothing  abnormal  dis- 
covered in  heart  or  lungs.  Per  hypogastrium  a  large, 
firm  tumour  rises  out  of  the  pelvis  and  reaches  to  two 
inches  above  the  umbilicus ;  it  lies  more  on  the  right  than 
on  the  left  side  of  the  abdomen.  The  spleen  cannot  be 
felt.  Blood-count :  No  diminution  of  red  blood  corpuscles, 
leucocytes  11,000.  The  blood  was  tested  for  WidaFs 
reaction,  a  dilution  of  1  in  40  was  used,  two  or  three 
small  clumps  were  observed,  but  the  reaction  was  not 
sufficient  to  justify  a  positive  diagnosis. *' 

On  July  4th  the  test  was  re-applied,  using  a  dilution  of 
1  in  20 ;  there  was  no  agglutination.  This  was  repeated 
on  July  6th,  again  with  a  negative  result. 

After  admission  the  diarrhoea  ceased,  the  temperature 
ran  an  irregular  course,  varying  between  99°  and  101° ; 
the  woman  was  obviously  ill,  and  there  was  difficulty  of 
respiration  in  the  recumbent  posture,  although  there  were 
no  physical  signs  to  indicate  any  pathological  condition  in 
the  lungs. 
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On  July  17th  she  Avas  seen  by  Dr.  Champneys^  who 
made  the  following  note  : 

"  Per  hypogastrium,  a  hard  tumour  reaches  24  inches 
above  the  navel — the  abdomen  is  not  tender.  Per  vaginam, 
the  vagina  admits  one  finger  only,  the  cervix  is  small  and 
high  up.  Bimanually,  the  abdominal  mass  moves  with 
the  cervix.  Per  rectum,  nothing  further  is  discovered. 
The  patient  has  a  large  fibroid  which  is  freely  movable. 
The  pelvic  tissues  feel  normal ;  there  is  no  reason  to 
connect  the  temperature  with  any  pelvic  condition.^^ 

Between  July  11th  and  August  8th  the  patient^s  general 
condition  became  steadily  worse.  The  temperature  re- 
mained persistently  above  the  normal,  and  on  several 
occasions  rigors  occurred,  with  a  further  rise  of  tempera- 
ture to  103°  F.  There  were  sometimes  attacks  of  abdominal 
pain,  and  the  patient  complained  also  of  pain  in  the 
chest. 

On  July  11th  peptone  was  detected  in  the  urine.  A 
note  was  made  :  "  The  presence  of  peptonuria  suggests 
that  some  necrosis  is  going  on,  possibly  in  the  fibroid.-'^ 

On  August  2nd  cultures  were  taken  from  the  blood  with 
a  negative  result. 

From  August  15th  to  17th  haemorrhage  occurred  from 
the  vagina,  a  considerable  quantity  of  blood  was  lost  and 
clots  were  passed.  A  day  or  two  after  the  cessation  of 
this  heemorrhage  the  patient  was  seen  by  Dr.  Griffith.  In 
view  of  the  facts  that  she  was  getting  gradually  worse, 
and  that  no  pathological  lesion  could  be  discovered 
excepting  the  uterine  tumour,  he  urged  that  an  exploratory 
operation  should  be  undertaken.  The  patient,  however, 
refused  her  consent. 

By  August  22nd  the  general  condition  was  much  worse, 
the  pulse  was  now  120,  and  the  respirations  40  per  minute  ; 
10  c.c.  injections  of  anti-streptococcus  serum  were  adminis- 
tered twice  daily.  On  this  date  the  following  note  was 
made :  "  Over  the  right  lung  in  front  there  is  loss  of 
resonance  and  the  breath  sounds  are  weak.  Behind, 
there  is  impairment  of  percussion  note  at  the  right  apex, 
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the  breath  sounds  are  weak,  and  the  vocal  resonance 
increased/'  It  was  now  suspected  that  the  uterine 
tumour  was  of  a  malignant  nature,  and  that  secondary- 
deposits  were  present  in  the  lung. 

From  August  24th  to  29th  there  was  lieemorrhage  from 
the  vagina,  large  clots  were  passed  each  day. 

The  patient  then  requested  that  the  operation  might  be 
performed,  and  on  September  1st  was  transferred  to 
Martha  Ward,  under  the  care  of  Dr.  Griffith. 

Her  general  condition  was,  however,  now  such  as  to 
contra-indicate  operation;  she  gradually  sank  and  died  on 
September  10th. 

Post-mortem  examination, — The  condition  of  the  uterus 
will  be  described  immediately.  The  only  other  part  of 
the  body  in  which  growths  were  found  was  the  thorax. 
The  following  note  is  taken  from  the  post-mortem  book  : 

"  On  opening  the  thorax  a  large  mass  of  soft  growth 
was  seen  occupying  the  region  of  the  upper  lobe  of  the 
right  lung.  It  was  loosely  attached  to  lung  and  pleura 
and  came  away  easily  in  the  hand ;  it  was  the  size  of  a 
large  orange.  On  section,  it  consisted  of  soft,  brownish- 
red  material,  intersected  by  honeycomb-like  structures 
similar  to  the  large  mass  in  the  uterus.  Both  lungs  con- 
tained several  smaller  masses,  dark  in  colour,  some  of 
which  were  easily  enucleated.  On  section,  they  also 
reproduced  closely  the  appearances  of  the  uterine  tumour.^' 

The  heart,  liver,  and  kidneys  all  showed  evidence  of 
fatty  degeneration,  but  no  other  lesions  were  found. 

Descrijdioii  of  the  specimen. — The  specimen  consists  of 
the  left  half  of  the  uterus.  The  organ  is  enlarged,  the  part 
preserved  measuring  S\  inches  in  length,  4|  inches  antero- 
posteriorly,  and  2J  inches  from  side  to  side.  The  external 
surface,  smooth  and  covered  by  peritoneum,  presents  a 
number  of  small  bosses  due  to  the  presence  of  sub-peri- 
toneal fibro-myomata. 

At  the  lower  part  of  the  specimen  is  the  cervix  uteri ; 
its  canal  is  dilated,  its  lips  patulous,  and  the  supra-vaginal 
portion  is  stretched  and  elongated  to  a  length  of  2^  inches  ; 


26  CASE    or    FIBRO-MYOMA    OF    THE    UTERUS. 

only  faint  traces  of  the  arbor  vitse  are  visible,  but  por- 
tions of  the  mucosa  from  the  upper  part  of  this  canal 
have  been  submitted  to  microscopical  examination  and 
exhibit  the  characters  of  cervical,  not  corporeal,  endo- 
metrium. At  a  spot  on  the  external  surface  corresponding 
to  the  fundus  uteri  is  the  point  of  attachment  of  the 
Fallopian  tube  and  of  the  round  and  ovarian  ligaments. 
The  round  ligament  is  hypertrophied  and  elongated.  The 
fimbriated  end  of  the  tube  is  closed  and  is  closely  adherent 
to  the  cystic  ovary ;  a  small  opening  has  been  made  into 
the  distal  end  of  the  tube  and  a  glass  rod  passed  along  its 
lumen  towards  the  uterus. 

On  section,  the  greater  part  of  the  specimen  is  composed 
of  a  group  of  tumours  growing  in  the  anterior  wall  of  the 
uterus.  The  uterine  cavity  lies  at  the  lower  part  of  the 
specimen ;  it  is  dilated  and  occupied  by  a  fibroid  polypus 
attached  by  a  slender  pedicle  of  mucous  membrane  to  the 
anterior  wall.  The  axis  of  the  uterine  cavity  is  almost  at 
right  angles  to  the  cervical  canal  and  is  directed  back- 
wards ;  the  cavity  is  enlarged,  measuring  4J  inches  in 
length. 

The  walls  of  the  uterus  are  hypertrophied ;  the  posterior 
measures  f  inch  in  thickness,  the  anterior  contains  inter- 
stitial tumours. 

One  of  these  tumours  occupies  the  highest  part  of  the 
wall ;  it  is  of  the  size  of  a  golf-ball,  is  encapsuled,  and  is 
composed  of  dense  white  tissue.  Microscopical  sections 
show  that  it  is  a  fibro-myoma. 

A  second  growth,  smaller,  but  otherwise  possessing 
similar  characters,  lies  lower  down  in  the  wall  a  short 
distance  above  the  uterine  cavity. 

The  third  tumour,  much  the  largest  of  the  three,  pre- 
sents very  remarkable  characters.  It  measures  5  J  inches  in 
length,  4|  inches  antero-posteriorly ;  it  is  interstitial,  sur- 
rounded everywhere  by  the  fibro-muscular  tissue  which 
constitutes  the  anterior  wall  of  the  uterus,  and  is  composed 
of  two  varieties  of  growth — {a)  dense,  white,  fibrous-look- 
ing tissue,  the  continuity  of  which  has  become  broken  by 
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the  presence  of  {h)  masses  of  friable  niaterial  of  a  deep 
red  or  brown  colour.  This  latter  material  is  situated 
chiefly  in  the  posterior  part  of  the  tumour  and  in  its 
general  appearance  closely  resembles  blood-clot.  Micro- 
scopic sections  show  that  the  dense  white  part  of  the 
tumour  is  a  fibro-myoma,  whilst  the  friable  red  portion  is 
a  sarcoma. 

The  fibroid  polypus,  which  occupies  the  uterine  cavity, 
can  be  easily  displaced ;  it  is  then  found  that  the  cavity 
is  everywhere  lined  by  a  smooth  mucosa  entirely  free  from 
new  growth. 

It  is  important  to  note  once  again  that  the  whole  mass 
of  fibro-myoma  and  sarcoma  is  encapsuled,  and,  whilst  the 
sarcomatous  elments  have  extensively  invaded  the  fibro- 
myoma,  as  far  as  can  be  ascertained  without  mutilating 
the  specimen,  the  uterine  wall  is  but  little  affected. 

Bescrijption  oj  microscopical  appearances.  (1)  Section 
from  the  firm  white  part  of  the  tumour. — The  section 
presents  the  appearances  commonly  seen  in  a  degenerate 
fibro-myoma ;  it  is  composed  of  interlacing  bands  of 
unstriped  muscle  and  of  fibrous  tissue.  In  some  parts  the 
nuclei  still  possess  their  usual  staining  reactions,  in  others 
they  stain  only  feebly  or  not  at  all.  The  cell-fibres  have 
lost  their  individual  outlines  and  are  represented  by 
masses  of  almost  homogeneous  substance  staining  faintly 
with  eosin.  In  some  places  are  vacuolated  areas  and 
small  cystic  spaces  formed  by  myxomatous  degeneration 
of  tissues ;  in  other  places  are  areas  of  inflammation  with 
small-celled  infiltration  of  the  tissues.  Only  few  thin- 
walled  vessels  are  seen  scattered  through  the  section. 

At  one  spot  the  fibro-myoma  tissues  are  invaded  by  an 
elongated  strand  of  sarcoma  cells.  The  characters  of 
these  cells  are  precisely  similar  to  those  to  be  described 
in  the  next  section. 

(2)  Section  from  the  red  friable  part  of  the  tumoiir. — 
The  friable  portions  of  the  tumour  are  composed  of  a 
mass  of  cells  of  whose  malignancy  there  can  be  no 
question.      They  are  of  very  different   sizes  and  shapes ; 
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most  of  them  are  round,  some  are  elongated  and  spindle- 
shaped,  some  are  very  large  and  contain  as  many  as  six 
or  eight  nuclei ;  these  may  be  designated  '^  giant-cells/' 
In  nearly  all  the  cells  the  nuclei  are  large,  active,  and 
deeply  staining;  sometimes  they  occupy  almost  the  whole 
of  the  cell. 

The  cells  are  separated  from  one  another  by  a  homo- 
geneous intercellular  stroma  which  stains  clearly  with  eosin . 

At  the  periphery  of  the  malignant  portion  are  elongated 
cells  with  long  rod-shaped  nuclei ;  these  cells  lie  near  to 
the  muscle-cells  of  the  fibro-myoma,  and  both  can  be  seen 
in  the  same  field  of  the  microscope.  They  are  obviously 
malignant,  but  in  their  shape  and  form  resemble  muscle- 
cells;  ^  in  most  parts  of  the  section,  however,  no  such 
resemblance  can  be  seen.  No  well-formed  blood-vessels 
are  seen,  but  there  are  many  vascular  channels  traversing 
the  section. 

(3)  Sections  from  the  secondary  growths  in  the  lungs. — 
The  cells  in  these  masses  are  all  of  the  round  and  spindle- 
shaped  varieties.  There  are  no  cells  visible  which 
resemble  muscle-cells  in  either  their  form  or  arrangement. 

The  study  of  the  relation  between  sarcomata  and  fibro- 
myomata  of  the  uterus  is  one  which  is  beset  with  difficul- 
ties, and  in  which  we  must  proceed  with  the  greatest 
caution. 

The  subject  is  rendered  the  more  complicated  by  the 
use  of  the  term  "  malignant  degeneration  '^  as  applied  to 
fibro-myomata.  When  an  innocent  tumour  develops 
malignant  characters  we  ought  not  to  speak  of  the  pro- 
cess as  a  degeneration  ;  degeneration  means  a  loss  of 
vitality,  leading  often  through  slow  or  more  rapid  grada- 
tions to  ultimate  death.  Malignancy,  on  the  contrary, 
implies  an  activity  and  vitality  so  great  that  along  the 
track  of  the  malignant  invading  cells  the  normal  tissues 
are  disintegrated  and  destroyed. 

*  It  is  important  to  pay  attention  to  this  point,  for,  as  we  shall  see 
later,  many  pathologists  hold  that  sarcoma  of  the  uterus  commonly 
arises  from  muscle-cells. 
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Further,  different  writers  use  this  term,  inappropriate 
as  it  is,  to  indicate  very  different  conditions. 

(1)  There  may  be  present  in  the  same  uterus  two 
entirely  separate  and  distinct  tumours,  the  one  a  sarcoma 
the  other  a  fibro-myoma. 

(2)  A  sarcoma  may  originate  in  some  more  or  less 
distant  part  of  the  uterine  wall  and  subsequently  invade 
a  fibro-myoma. 

(3)  A  sarcoma  may  arise  de  novo  in  a  pre-existing  fibro- 
myoma,  a  new  growth  within  a  new  growth. 

(4)  Possibly  the  cells  of  which  the  existing  fibro-myoma 
is  constituted  may  assume  malignant  characters. 

All  four  of  these  conditons  have  been  described  under 
the  name  of  "malignant  degeneration." 

Many  authors  have  positively  stated  or  tacitly  assumed 
that  all  sarcomata  of  the  uterine  parenchyma  have  their 
origin  in  fibro-myomata ;  this  doctrine,  at  one  time  widely 
accepted,  has  left  its  mark  upon  later  writings,  and  even 
in  recent  papers  there  is  often  no  clear  distinction  made 
between  primary  sarcomata  and  fibro-myomata  undergoing 
malignant  change. 

Is  the  association  of  sarcoma  and  fibro-myoma  a  common 
one  ?  For  the  answer  to  this  question  we  must  turn  to 
published  statistics. 

Dr.  Cullingworth  in  his  admirably  reported  series  of 
100  fibro-myomata  met  with  only  one  sarcoma.  Haultain 
in  a  series  of  400  cases  met  with  one  sarcoma.  Simpson 
in  300  cases  met  with  none,  MacDonald  in  280  cases 
with  three.  On  the  other  hand,  Mrs.  Scharlieb  in  100 
consecutive  cases  met  with  six  sarcomata,  whilst  Baker 
and  Graves  out  of  a  series  of  33  cases  report  three  sarco- 
mata. Here  then,  in  this  town  of  London,  the  association 
appears  to  be  six  times  as  common  in  the  practice  of  Mrs. 
Scharlieb  as  it  is  in  that  of  Dr.  Cullingworth.  What 
is  the  explanation  ?  The  diagnosis  of  sarcoma  depends 
entirely  upon  the  interpretation  of  certain  histological 
appearances;  one  pathologist  will  accept  these  appearances 
as  evidence  of  malignancy,  another  will  refuse  to  do  so. 
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This  fact  is  brought  home  to  us  very  forcibly  if  we 
review  the  cases  of  reputed  sarcoma  of  the  uterus  brought 
before  the  Obstetrical  Society  of  London  during  the  last 
few  years. 

In  1902  Dr.  Munro  Kerr  showed  a  small  fibroid  which, 
to  quote  his  own  words,  exhibited  "groups  of  cells  through- 
out the  tumour  which  are  not  cross-sections  of  muscle- 
fibres.  These  are  considered  evidence  of  a  sarcomatous 
change  having  occurred  in  this  tumour.^'  The  Pathology 
Committee  reported  :  "  We  can  find  no  evidence  of  sar- 
comatous change  in  the  tumour."" 

In  1901  Dr.  Galabin  showed  a  microscopic  section  of  a 
tumour  removed  from  an  unmarried  lady  aged  58.  After 
removal  the  tumour  was  regarded  as  fibro-myoma ;  a  small 
piece  was  preserved  for  examination,  the  rest  thrown 
away.  The  Clinical  Research  Association  reported  it  a 
sarcoma.  Dr.  Spencer  differed  from  this  view  and 
regarded  the  section  as  part  of  a  fibro-myoma.  Unfor- 
tunately, the  specimen  was  not  referred  to  a  committee. 

In  1899  Dr.  Amand  Routh  exhibited  before  the  Society 
what  he  described  as  a  myxo-sarcoma  of  the  uterus.  The 
Pathology  Committee  reported  :  "  We  are  of  opinion  that 
this  specimen  is  a  fibro-myoma  showing  extensive  round- 
celled  infiltration  (inflammatory),  with  general  thrombosis 
of  vessels  and  mucoid  degeneration  in  parts. ^^ 

These  instances  might  be  multiplied,  but  we  have  said 
enough  to  show  how  extremely  difiicult  it  is  to  arrive  at 
any  reliable  conclusion  regarding  the  frequency  of  the 
association.  Mr.  Doran  has  often  pleaded  the  importance 
of  after-histories,  never  with  greater  justice  than  in  the 
case  of  these  reputed  sarcomata  of  the  uterus. 

The  changes  which  may  occur  in  a  fibro-myoma  as  the 
result  of  oedema,  of  degeneration,  and  of  inflammation 
lead  to  marked  alteration,  in  both  the  muscle-fibres  and 
the  connective-tissue  cells,  alterations  which  are  often 
interpreted  as  evidences  of  malignancy. 

In  the  case  of  the  specimen  before  us  there  can  be  no 
question  that  we  are  dealing  with  a  true    sarcoma.      Its 
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constituent  cells  liave  all  the  characters  which  we  associate 
with  malignancy  ;  the  growth  has  unquestionably  invaded 
surrounding  tissues ;  metastatic  deposits  of  a  similar 
structure  are  found  in  distant  organs,  and  finally,  the 
disease  has  killed  the  patient. 

To  determine  what  is  the  relation  of  the  sarcoma  to  the 
fibro-myoma  is  a  matter  of  grave  difficulty,  and  the  dis- 
cussion of  this  question  will  necessitate  a  brief  review  of 
certain  other  cases. 

We  have  already  drawn  attention  to  the  fact  that 
sarcoma  and  fibro-myoma  may  co-exist  in  the  same  uterus 
under  four  different  conditions.  Let  us  examine  each  of 
these  a  little  more  closely. 

(1)  The  two  growths  may  exist  as  separate  and  distinct 
tumours.  For  the  proof  of  this  statement  we  need  only 
briefly  refer  to  a  specimen  exhibited  before  the  Obstetrical 
Society  on  May  7th,  1902,  by  Dr.  Tate,  and  figured  on 
Plate  IV A  of  the  Socio ty^s  ^Transactions'  for  that  year. 
The  specimen  was  referred  to  a  Pathology  Committee,  of 
which  one  of  us  was  a  member.  The  report  was  as 
follows :  "  We  are  of  opinion  that  this  specimen  is  a 
primary  sarcoma  of  the  body  of  the  uterus,  and  that  it  is 
associated  with  a  fibro-myoma.  There  is  no  evidence  that 
the  sarcoma  represents  a  malignant  degeneration  of  a 
fibro-myoma.  There  is  a  distinct  line  of  demarcation 
between  the  two  tumours.  The  microscopical  appearances 
show  that  the  malignant  tumour  is  a  mixed,  round,  and 
spindle-celled  sarcoma,  whilst  the  innocent  tumour  is 
undoubtedly  a  fibro-myoma.  There  is  no  evidence  of 
invasion  of  the  fibro-myoma  by  the  sarcomatous  growth.^' 

It  is  quite  clear  that  the  specimen  before  us  cannot  be 
referred  to  this  class. 

(2)  A  sarcoma  may  originate  in  a  more  or  less  distant 
part  of  the  uterus  and  subsequently  invade  a  pre-existing 
fibro-myoma.  For  the  proof  of  this  statement  we  select  a 
case  published  by  Whitridge  Williams  in  the  *  American 
Journal  of  Obstetrics,'  vol.  xxix,  p.  753.  Similar  cases 
have    been    published  by    Ramond    {'  Progres   Medicale,' 
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vol.  ix,  p.  741)  and  Grottsclialk  ('Centralbl.  fiir  G-yn./  vol. 
xi,  p.  242).      Williams's  description  is  as  follows  : 

"  At  tlie  fundus  the  uterine  wall  was  one  centimetre 
tliick,  its  lower  portion  being  of  various  thicknesses,  for  a 
nodular  tumour  four  centimetres  in  diameter  occupied  its 
anterior  wall  and  extended  down  to  the  os  internum. 
The  surface  of  the  tumour  projected  into  the  uterine 
cavity  and  presented  a  jagged,  irregular,  ulcerated 
appearance.  The  rest  of  the  uterine  cavity  showed  no 
trace  of  its  normal  mucous  membrane,  but  presented  an 
irregular,  villous,  necrotic  surface  which  was  composed  of  a 
soft  tissue  rich  in  vessels,  and  vrhich  apparently  extended 
down  into  the  muscularis.'^ 

Microscopic  sections  from  this  irregular  villous  growth 
showed  it  to  be  a  spindle-  and  round-celled  sarcoma  con- 
taining some  giant  cells. 

''  Sections  from  various  parts  of  the  specimen  clearly  show 
that  the  sarcomatous  new  growth  is  limited  to  the  inner 
surface  of  the  uterus  and  extends  only  a  short  distance 
into  its  walls.  It  is  probable  that  it  originated  in  the 
mucosa,  but  as  no  trace  of  the  endometrium  remains, 
positive  proof  for  this  mode  of  origin  cannot  be  adduced. 
Sections  through  the  upper  part  of  the  large  myomatous 
nodule  and  the  adjacent  portions  of  the  uterine  wall  and 
cavity  show  clearly  that  the  growth  did  not  originate  in 
the  myoma,  but  only  involved  the  portions  of  it  which 
were  adjacent  to  the  uterine  cavity,  just  as  it  did  the 
other  portions  of  the  uterine  wall.'' 

It  is  a  fact  worthy  of  note  that  in  the  three  similar 
cases  of  which  we  have  found  records  the  sarcoma  appears 
to  have  had  its  origin  in  the  endometrium. 

Can  we  place  the  specimen  before  us  in  this  group  of 
cases  ?  We  believe  not.  Certainly  the  sarcoma  did  not 
arise  in  the  endometrium,  for  this  structure  is  everywhere 
intact,  and  the  examination  of  microscopic  sections  reveals 
no  pathological  change  beyond  some  flattening  and 
atrophy,  due  probably  to  pressure  effects.  Nor  can  we 
lind  any  evidence  to   justify  the  view  that  it  arose  in  the 
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fibre -muscular  wall  of  the  uterus ;  we  have  examined 
sections  of  the  uterine  wall  in  the  immediate  vicinity  of 
the  tumour  and  find  them  free  from  malignant  disease. 

We  are  compelled,  then,  to  place  this  tumour  in  one  of 
the  two  last  groups  we  have  enumerated,  and  in  our 
opinion  the  present  state  of  our  knowledge  of  the  histo- 
genesis of  malignant  tumours  in  general  does  not  permit 
us  to  distinguish  definitely  between  them. 

We  find  no  difficulty  whatever  in  accepting  the  doctrine 
that  a  tumour  originally  innocent  in  both  its  clinical 
characters  and  microscopic  appearances  may  become 
malignant ;  but  whether  the  cells  of  the  existing  tumour 
assume  malignant  characters,  or  whether  the  malignant 
growth  arises  de  novo  in  the  innocent  tumour,  and  b)^  its 
invasion  destroys  and  replaces  the  tissues  of  its  host,  we 
cannot  say. 

A  fibre -myoma  is  composed  of  two  varieties  of  tissue, 
muscle-cells  and  connective-tissue  cells,  and  in  most  cases 
it  is  from  one  or  other  of  these  forms  of  tissue  that  the 
cells  of  the  sarcomata  are  derived.  We  say  "  in  most 
cases,"  for  in  a  few  rare  instances  the  growths  have  arisen 
from  lining  cells  of  blood-vessels  or  of  lymph-channels ; 
these  cases  of  uterine  endotheliomata  are,  however, 
admittedly  few  and  far  between. 

Has  the  sarcoma  arisen  from  muscle  or  from  connective- 
tissue  cells  ? 

Many  authors  have  described  a  malignant  change 
occurring  in  muscle-cells ;  to  the  form  of  tumour  thus 
constituted  the  term  "leiomyoma  malignum"  has  been 
applied.  Clinically  these  tumours  are  distinguished  by 
their  rapid  growth,  their  tendency  to  recur  after  removal, 
and  by  the  development  of  metastases  of  similar  structure 
in  the  lungs  and  other  viscera.  On  microscopic  examina- 
tion the  cells  are  elongated,  but  are  of  many  different 
varieties.  Uleska-Stroganeva,  von  Kehlden,  and  Whit- 
ridge  Williams  state  that  they  have  traced  every  stage  of 
the  transition  from  an  apparently  normal  unstriped  muscle- 
fibre  on  the  one  hand  to  a  sarcoma  spindle  cell  on  the 
other.      Round    cells     and    giant-cells,    often    containing 
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many  nuclei^  are  commonly  met  with,  and  in  general  it  is 
only  at  the  periphery  of  the  growth  that  the  resemblance 
to  muscle-fibres  can  be  traced. 

German  and  American  pathologists  regard  the  muscle- 
cell  as  the  commoner  site  of  origin  of  the  malignant 
growth  ;  on  the  other  hand,  the  view  of  the  members  of 
the  Obstetrical  Society  in  the  past  has  been  that  sarcoma 
arises  only  from  the  connective-tissue  cells.  This  is  the 
view  expressed  by  Dr.  Horrocks  and  recorded  in  the 
Society's  ^  Transactions  ^  for  1898,  p.  178,  and  again  in 
the  'Transactions^  for  1901,  p.  226,  and  at  neither  of 
the  meetings  were  his  opinions  controverted. 

We  have  pointed  out  in  our  description  of  the  micro- 
scopic appearances  of  this  specimen  the  resemblance  in 
shape  and  form  at  the  growing  edge  of  the  tumour  between 
the  sarcoma  cells  and  the  adjacent  muscle-fibres.  The 
cells  are  elongated  and  pointed  at  either  end;  the  nuclei, 
enormously  enlarged  and  in  process  of  active  division,  are 
in  some  cells  still  rod-shaped,  in  others  rounded,  and  further, 
the  cells  are  still  grouped  together  in  the  form  of  bundles 
and  strands.  These  appearances  certainly  suggest  that 
the  sarcoma  may  have  arisen  from  muscle-fibres.  Other 
cases  have  been  described  which  render  equally  prob- 
able a  connective- tissue  origin,  and  the  truth  is  that 
from  either  of  these  cells  a  malignant  growth  may  arise. 
We  see  no  need  to  introduce  a  new  term,  such  as 
'^  leiomyoma  malignum,'';  both  the  tissues  are  of  a  meso- 
blastic  origin  and  a  malignant  neoplasm  of  either  is 
correctly  described  as  sarcoma. 

We  show  this  specimen  to-night  as  an  instance  of 
sarcomatous  change  occurring  in  fibro-myoma.  Whether 
the  sarcoma  has  arisen  de  novo  in  a  pre-existing  fibro- 
myoma,  or  whether  the  cells  of  the  fibro-myoma  have 
assumed  malignant  characters  we  do  not  pretend  to  say. 
Further,  from  the  microscopical  appearances  seen  at  the 
growing  edge  of  the  tumour,  we  think  it  quite  possible 
that  the  sarcoma  may  have  at  least  in  part  originated  in 
muscle-cells. 

The  specimen  was  referred  to  the  Pathology  Cominittee. 
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Dr.  Bell  said  lie  wished  to  mention  a  case  of  fibro-myoma 
undergoing  sarcomatous  change  which  was  sho^^^l  to  the  Society 
by  Dr.  Tate  two  months  ago.  The  major  portion  of  this  timiour 
was  undoubtedly  only  degenerating  fibro-myoma,  but  there  was 
a  small  part  which  was  extremely  vascular  and  somewhat  friable. 
On  microscopic  examination  this  part  seemed  to  the  speaker  to 
be  undoubtedly  sarcomatous.  The  specimen  has,  however,  been 
considered  by  the  Pathology  Committee,  and  they  had  declared 
themselves  unable  to  pronounce  definitely  in  favour  of  the  sarco- 
matous change.  He  was  now  able  to  say  that  the  Pathological 
Department  at  St.  Thomas's  Hospital,  when  the  tumour  was 
removed,  entertained  no  doubt  upon  the  point.  The  patient  left 
the  hospital  two  months  ago,  but  when  last  heard  of  she  was 
obviously  ill,  and  every  effort  would  be  made  to  keep  in  touch 
with  the  case  and  report  the  after-history  to  the  Society.  In 
view  of  the  scepticism  so  often  expressed  in  England  it  was 
desirable  that  every  case  should  be  fully  reported  and  inves- 
tigated. He  welcomed  the  case  so  fully  brought  before  them 
to-night,  and  hoped  the  specimen  would  be  referred  to  the 
Pathology  Committee  for  their  consideration  and  report.  It 
was  remarkable,  in  comparison  with  the  attitude  of  many  in 
this  country,  that  Piquand,  in  his  recent  exhaustive  article  on 
"  Sarcoma  of  the  Uterus  "  in  the  *  Eevue  de  Gynocologie '  did 
not  stay  to  argue  the  question  of  the  origin  of  many  sarcomata 
from  previous  fibro-myomata,  but  proceeded  directly  to  the  dis- 
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cussion  of  the  source  of  the  sarcomatous  cells,  agreeing  very 
closely  with  the  views  propounded  bj  the  authors  of  the  paper 
to-night.  He  was  glad  to  hear  Dr.  Williamson  discard  the 
term  "  degeneration  "  as  unsuitable  to  a  new  growth. 

Dr.  Herbekt  Spencer  said  that  such  an  excellently  described 
case  left  no  room  for  criticism.  He  had  no  doubt  that  the 
Pathology  Committee  would  accept  this  case  as  a  sarcoma  arising 
in  a  fibroid.  One  point  he  noticed  which  interested  him  was  the 
occurrence  of  giant  cells.  In  many  of  the  cases  of  sarcoma  of 
the  uterus  which  he  had  seen  large  or  giant  cells  had  been 
present,  and  he  looked  upon  their  presence  as  of  considerable 
value  in  deciding  what  was  often  a  difficult  question  of  diagnosis, 
whether  a  tumour  was  an  inflamed  fibroid  or  a  sarcoma.  He  did 
not  remember  ever  to  have  seen  them  in  a  case  of  myoma.  He 
mentioned  a  case  illustrating  the  great  difficulty  in  some  cases 
of  making  a  diagnosis  between  the  above  two  conditions.  He 
believed  that  sarcoma  of  the  uterus  was  commoner  than  was 
generally  supposed.  He  was  led  to  give  up  amputating  the 
uterus  for  fibroids  partly  by  the  occurrence  of  two  cases  of 
sarcoma,  which  were  supposed  to  be  fibroids  at  the  time  of 
operation,  but  which  subsequent  investigation  and  the  develop- 
ment of  secondary  growths  showed  to  be  sarcomata.  In  those 
two  cases  he  believed  the  growths  began  in  fibroids,  though  the 
origin  could  not  be  demonstrated  so  clearly  as  in  the  case 
recorded.  It  was  well  known  that  sarcomata  also  arose  in  the 
mucosa. 

Dr.  Williamson  said  that  the  paper  had  been  so  kindly 
received  that  the  task  of  replying  was  a  very  easy  one.  He  was 
greatly  interested  in  the  case  to  which  Dr.  Bell  had  referred. 
Unfortunately  he  was  present  only  at  the  first  of  the  meetings  of 
the  Pathology  Committee  at  which  the  specimen  was  discussed. 
From  the  sections  he  examined  then  he  was  convinced  of  the 
presence  of  sarcoma  tissue ;  the  case  was  one  of  importance,  and 
he  hoped  that  Dr.  Bell  would  be  able  to  keep  the  patient  under 
obsei'vation,  and  to  make  a  further  report.  Dr.  Spencer  attached 
considerable  importance  to  the  presence  of  giant  cells  m  these 
uterine  sarcomata.  He  entirely  agreed  with  this,  and  believed 
that  when  such  cells  could  be  demonstrated  the  tumour  was 
probably  of  a  malignant  nature. 


FEBRUARY  7th,  1906. 
W.  R.  DakiNj  M.D.J  President,  in  tlie  Chair. 

Present— 38  Fellows. 

Books  were  presented  by  the  St.  Thomases  Hospital 
Staff,  Societe  de  Medecine  de  Rouen,  Dr.  Cullingworth, 
Dr.  Spencer  and  Dr.  Nolan. 

The  following  candidates  were  proposed  for  election : 
Sydney  Lawrence  Harke,  M.R.C.S.,  L.R.C.P.  j  Louise 
Mcllroy,  M.D. (Glasgow). 


A  SECOND  CASE  OF  ABDOMINAL   OVARIOTOMY 
DURING    LABOUR. 

By  Herbert  R.  Spencer,  M.D.,  B.S.,  F.R.C.P., 

PROFESSOR    OF     OBSTETRIC    MEDICINE     IN     UNIVERSITY    COLLEGE,    LONDON; 
OBSTETRIC    FHYSICIAN    TO    UNIVERSITY    COLLEGE    HOSPITAL. 

M.  H — ,  a  primigravida,  aged  24,  was  admitted  to 
University  College  Hospital  on  August  9th,  1905.  She 
stated  that  the  abdomen  had  been  tapped  about  three 
weeks  previously  at  a  London   lying-in  hospital.      After- 
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wards  she  was  told  that  she  had  a  tumour  in  addition  to 
pregnancy,  and  was  admitted  to  the  general  hospital,  to 
which  the  obstetric  physician  was  attached,  with  a  view 
to  having  the  tumour  removed.  The  patient,  however, 
declined  to  have  the  operation  done  there,  and  left  the 
general  hospital,  and,  as  the  abdomen  was  rapidly 
increasing  in  size,  she  applied  for  treatment  at  University 
College  Hospital. 

She  was  a  little  over  eight  months  pregnant,  having 
ceased  to  menstruate  in  the  first  week  of  December, 
1901,  and  had  always  been  regular  previously.  In  the 
last  three  months  the  abdomen  had  swelled  very  rapidly, 
and  since  she  was  tapped  she  had  again  increased  greatly 
in  size. 

She  had  no  pain  before  the  swelling  was  noticed,  but 
had  had  increasing  pain  since.  The  pain  sometimes  shot 
down  the  outside  of  the  left  thigh,  which  almost  always 
felt  numb.  She  had  been  losing  flesh.  There  was  no 
history  of  discharge  from  the  vagina,  and  no  history  of 
tumour  or  cancer  in  the  family. 

I  saw  the  patient  next  morning-,  August  10th.  She 
looked  bloated  in  the  face.  The  abdomen  was  enormously 
distended,  measuring  forty-seven  inches  in  circumference 
(twenty-three  and  a  half  inches  on  each  side) .  From  the 
ensiform  cartilage  to  the  umbilicus  measured  thirteen 
inches,  from  the  pubes  to  the  umbilicus  twelve  inches. 
The  surface  of  the  abdomen  was  mottled,  red  and  white, 
and  there  were  scratches  on  the  abdominal  wall,  the 
result  of  irritation.  Large  veins  were  seen  coursing  over 
the  upper  part  of  the  abdomen. 

The  greater  part  of  the  abdomen  was  occupied  by  a 
thin- walled  cyst,  dull  on  percussion,  giving  distinct  fluc- 
tuation, but  no  ballottement  even  in  the  knee-chest  position, 
which  was  assumed  with  difficulty. 

The  lower  part  of  the  abdomen  was  occupied  by  a  firm 
tumour,  which  was  felt  more  on  the  right  side.  This 
was  the  pregnant  uterus,  and  could  be  felt  to  harden, 
while   the   upper   cj^stic   tumour   remained   flaccid.       The 
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outline  of  this  tumour  could  not  be  distinctly  felt.  The 
flanks  were  resonant.  The  os  uteri  admitted  two  fingers. 
The  head  presented^  and  was  low  in  the  pelvis.  Con- 
tractions could  be  felt  jper  vaginam  from  time  to  time. 
No  part  of  the  tumour  could  be  felt  in  the  pelvis. 

The  case  was  diagnosed  as  a  large,  and  probably- 
ruptured,  ovarian  cyst,  complicating  labour.  It  was 
decided  to  wait  for  a  few  hours  until  the  labour  was  more 
advanced ;  this  would  also  permit  careful  preparation  of 
the  abdomen.  I  operated  at  five  o^ clock  in  the  afternoon 
of  August  10th  by  opening  the  abdomen  in  the  middle 
line  above  the  umbilicus.  The  tumour  was  found  to  be 
extensively  adherent  to  the  abdominal  wall  in  the  neigh- 
bourhood of  the  puncture.  The  wall  of  the  tumour  was 
extremely  thin  and  translucent  in  places,  and  had  ruptured 
at  the  lower  part,  allowing  fluid  to  escape  into  the  peri- 
toneal cavity.  The  abdominal  incision  was  enlarged  up- 
wards, and  the  omentum  was  found  to  be  extensively 
adherent  to  the  upper  part  of  the  cyst,  and  required 
several  ligatures.  Fourteen  pints  of  glairy  fluid  were 
collected,  but  a  good  deal  was  lost.  The  cyst  was  so 
thin  and  soft  that  it  tore  readily  when  seized  with  forceps. 
The  tumour  was  a  multilocular  cyst  of  the  left  ovary,  and 
contained  no  solid  growth.  The  pedicle  was  tied  in  two 
and  as  a  whole  with  floss  silk.  Afterwards  the  ovarian 
vessels  were  separately  under-stitched,  and  the  peritoneum 
was  drawn  over  the  raw  surface  with  fine  silk.  The 
abdomen  was  flushed  with  saline  fluid.  The  need  of 
taking  every  precaution  against  haemorrhage  from  the 
pedicle  was  seen  during  the  uterine  contractions,  which 
rendered  the  parts  very  tense.  Owing  to  the  shortness 
of  the  pedicle  the  stump  had  to  be  cut  off  nearer  the 
tumour  than  I  like.  The  wound  was  closed  with  deep 
stitches  of  silkworm  gut,  fascial  stitches  of  fine  silk  and 
silkworm  gut  for  the  skin.  Sterilised  gauze  dressing  was 
applied.  Strong  labour  pains  had  set  in  an  hour  before 
the  operation.  A  vaginal  examination  was  now  made, 
and  the  cervix  was  found  to  be  fully  dilated,  and  the  head 
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low  down  in  the  pelvis.  The  forceps  was  applied^  and  a 
female  child,  weighing  6  lbs.  10  oz.,  alive  and  strong,  was 
delivered.  The  child  was  slightly  under  the  influence  of 
the  anaesthetic,  but  soon  breathed.  The  placenta  was 
expressed  a  few  minutes  later.  There  was  no  post-partum 
haemorrhage.  The  whole  operation,  including  the  forceps 
delivery,  lasted  seventy  minutes ;  much  of  this  was  occu- 
pied in  tying  off  the  adherent  omentum. 

Mother  and  child  recovered  well ;  the  temperature  chart 
is  appended;  the  mother  suckled  her  infant.  The  wound 
healed  by  first  intention.  The  lochial  discharge  ceased 
on  August  20th. 

The  patient  left  the  hospital  on  September  6th  with 
her  child,  both  being  very  well.  I  saw  them  both  on 
October  10th,  1905.  The  mother's  uterus  was  well  in- 
voluted, movable  and  free  from  tenderness.  The  abdo- 
minal scar  was  two  and  a  half  inches  long  and  quite 
sound.      The  child  weighed  10  lbs. 

BemarJcs. — The  first  point  which  calls  for  comment  in 
this  case  is  the  tapping  to  which  the  patient  had  been 
subjected  before  I  saw  her.  Twelve  years  ago,  in  a 
paper  read  at  the  Medical  Society  of  London,"^  I  wrote  : 
"  The  tapping  of  ovarian  cysts,  unless  they  are  undoubtedly 
malignant,  or  unless  the  patient  is  suffering  very  acutely 
from  some  pulmonary  affection,  or  grave  general  disease 
independent  of  the  tumour,  is,  in  my  opinion,  an  unjusti- 
fiable procedure. '^  Further  experience  has  strengthened 
this  opinion,  but  it  seems  desirable  that  the  opinion  of 
other  members  of  this  Society  should  be  enunciated,  since 
in  the  year  1905  such  treatment  has  been  adopted  in  a 
lying-in  hospital  of  the  Metropolis.  1  do  not  anticipate 
that  there  will  be  many  Fellows  of  our  Society  who  will 
advocate  tapping  an  ovarian  cyst  complicating  pregnancy. 

The  second  point  of  interest  is  the  line  of  conduct 
which  should  be  pursued  in  the  case  of  a  patient  in  labour 

*  "  A  First  Series  of  Fifty  Ovariotomies,"  '  Trans.  Med.  Soc.  Lond./ 
vol.  xvii,  p.  86. 
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who  has  a  large  ovarian  tumour  which  does  not  obstruct 
the  pelvis. 

The  case  is  one  which  needs  prompt  treatment.  The 
danger  of  rupture  of  the  tumour  when  large  is  shown  by 
this  case  (in  which,  however,  it  may  have  been  due  to  the 
puncture),  and  by  a  case  published  by  me  in  the  ^Tran- 
sactions of  the  Obstetrical  Society '  (vol.  xliii,  p.  224), 
where  a  large  tumour  spontaneously  ruptured  with  fatal 
result  on  the  third  day  after  labour.  Other  similar  cases 
are  on  record,  and  go  fco  show  the  danger  of  postponing 
operation  in  the  case  of  large  tumour,  for  any  considerable 
time  after  delivery. 

We  have  the  three  alternatives  : 

1.  To  deliver  by  the  natural  passage,  dilating  the  canal 
if  necessary,  and  then  to  perform  ovariotomy. 

2.  To  perform  ovariotomy,  and  leave  the  delivery  to 
nature. 

3.  To  perform  ovariotomy  at  the  end  of  the  first  stage 
of  labour,  and  immediately  afterwards  to  deliver  by  forceps 
while  the  patient  is  under  the  angesthetic,  as  in  the  case 
now  recorded.  In  suitable  circumstances  the  two  opera- 
tions might  with  advantage  be  performed  simultaneously. 

Each  of  these  three  methods  may  properly  be  performed, 
and  possesses  special  advantages  under  particular  circum- 
stances— the  first  in  avoiding  the  injurious  effects  of  the 
anaesthetic  on  the  foetus,  and  the  facilitating  the  opera- 
tion of  ovariotomy  and  the  ligation  of  the  pedicle  ;  the 
second  in  avoiding  the  maternal  and  foetal  injuries  which 
are  so  common  with  instrumental  deliveries  ;  the  third,  of 
which  the  case  here  recorded  is  an  example,  in  that  the 
patient  is  delivered  without  pain  of  her  child  and  her 
tumour  with  only  one  administration  of  the  anaesthetic. 
The  ovariotomy  can  usually  be  performed  with  more  com- 
plete asepsis  before  than  just  after  delivery,  and  the  risk 
of  rupture  of  the  large  cyst  during  the  expulsive  pains 
is  lessened. 

My  only  other  case  of  ovariotomy  during  labour  has 
been  published  in  the  '  Transactions,^  vol.  xl,  p.  14.  In  that 
case  the  operation  was  undertaken  for  an  incarcerated 
ovarian  dermoid,  with  success  for  the  mother  and  child. 
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Dr.  Herman  said  that  as  Dr.  Spencer  liarl  asked  for  expres- 
sions of  opinion  he  wished  to  associate  himself  with  Dr.  Spencer 
in  his  two  main  contentions  (1)  that  ovarian  cysts  ought  not  to 
be  tapped  except  in  very  exceptional  circumstances,  and  (2)  that 
when  an  ovarian  cyst  was  discovered  during  labour  the  proper 
treatment  was  to  remove  it  with  as  little  delay  as  possible. 

Dr.  Handfield-Jones  congratulated  Dr.  Herbert  Spencer  on 
the  successful  result  of  his  operation,  and  was  glad  that  he  was 
able  to  render  the  case  more  interesting  by  supplying  notes  of 
the  patient's  condition  on  admission  to  the  Lying-in  Hospital. 
The  clinical  history  of  the  case  in  its  early  phases  was  imperfect, 
and  lost  much  of  its  interest  owing  to  this  defect.  The  patient 
had  been  sent  to  the  British  Lying-in  Hospital  as  a  case  of 
hydramnios,  but  on  examination  this  diagnosis  was  found  to  be 
incorrect ;  the  enormous  distension  of  the  woman's  abdomen 
was  due,  undoubtedly,  to  a  thin-walled,  unilocular,  ovarian  cyst, 
complicating  a  pregnancy,  which  had  advanced  to  about  the 
seventh  month.  When  first  seen  the  woman's  breathing  was  so 
distressed,  the  right  heart  was  so  dilated  and  the  general  condi- 
tion so  serious,  that  immediate  operation  would  almost  certainly 
have  resulted  in  death.  In  order  to  give  temporary  relief  the 
abdomen  was  tapped  with  a  fine  trochar,  and  fourteen  pints  of 
thin  watery  fluid  were  slowly  evacuated.  With  the  withdrawal 
of  this  pressure,  the  patient's  condition  rapidly  imj^roved,  and 
in  a  few  days  she  was  moved  into  St.  Mary's  Hospital  for  the 
performance  of  ovariotomy.  The  patient,  however,  feeling  so 
very  much  better,  listened  to  the  advice  of  friends  who  dissuaded 
her  from  accepting  further  surgical  relief,  and  in  spite  of  all 
other  advice  she  left  the  hospital.  It  was  only  after  being 
at  home  for  some  time,  and  finding  her  condition  becoming 
rapidly  worse  again,  that  she  went  to  University  College  Hos- 
pital and  agreed  to  operation.  The  tapping  of  ovarian  cysts 
was,  of  course,  no  longer  a  recognised  treatment  except  in  very 
rare  cases,  such  as  the  present  one,  where  it  was  merely  done  to 
obtain  temporary  respite,  and  to  enable  the  respiratory  and 
vascular  apparatus  to  regain  its  balance. 

Dr.  Herbert  Spencer,  in  reply,  thanked  Dr.  Handfield- 
Jones  for  the  previous  history  of  the  case.  He  did  not  think 
that  tapping  an  ovariau  cyst  complicating  pregnancy  was  indi- 
cated by  distension  produced  by  the  tumour.  Nor  did  he  agree 
that  tapping  was  harmless ;  on  the  contrar}',  he  thought  it  was 
always  harmful,  and  in  the  great  majority  of  cases  caused  adhe- 
sions. In  the  case  he  had  recorded  these  adhesions  had  consti- 
tuted the  only  difficulty,  and  greatly  prolonged  the  operation. 
Out  of  his  first  fifty  ovariotomies  six  had  been  tapped  by  others 
before  the  operation,  and  of  these  five  had  adhesions,  and  in  the 
sixth  a  large  quantity  of  fluid  (twenty  pints)  had  escaped  into 
the  peritoneum.* 

*  'Trans.  Med.  Soc.  Lond.,'  vol.  xvii,  p.  90. 
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RADIOGRAPH    OF    FCETUS    IN    UTERO. 
Shown  by  Dr.  Heywood  Smith. 

Dr.  Heywood  Smith  showed  the  first  radiograph,  as 
far  as  he  was  aware,  that  had  been  taken  of  the  fcetus  in 
utero.  The  mother  was  about  33  years  of  age.  She  was 
at  the  thirty-sixth  week  since  the  last  period.  The  last 
period  was  March  20th  to  23rd,  1905,  the  photograph  was 
taken  November  27th,  and  the  child  (female)  was  born 
December  11th.  The  radiograph  showed  clearly  the 
head  of  the  child  about  a  quarter  of  an  inch  above  the 
upper  border  of  the  os  pubis,  horizontal,  and  one  could 
easily  distinguish  the  occiput  to  the  right.  He  would 
draw  attention  to  the  fact  that  the  liquor  amnii,  like  other 
somatic  effusions,  as,  e.  g.,  serum,  pus,  hinders  somewhat 
the  passage  of  the  X-rays,  so  that  the  head,  occupying 
the  lower  segment  of  the  uterus  and  filling  it,  its  outline 
was  clearly  discernible,  whereas  higher  up,  where  the 
liquor  amnii  surrounded  the  body  and  limbs  of  the  child, 
little  could  be  made  out,  yet  the  spinal  column  of  the 
mother  could  be  plainly  seen  through  uterus  and  child. 
Dr.  Heywood  Smith  believed  that,  with  the  experience 
gained  in  the  attempts  to  obtain  the  present  result,  in  the 
future  a  more  distinct  and  successful  radiograph  could  be 
got. 

He  considered  such  photographs  might  prove  of  great 
service  in  some  cases  in  determining  the  presence  of  twins, 
or  varieties  of  presentation,  besides  any  deformity  of  the 
pelvis. 

Dr.  Heywood  Smith  presented  the  radiograph  to  the 
Society.  It  was  taken  by  Mr.  Coldwell,  of  Welbeck 
Street ;  exposure  seventy  seconds ;  distance  of  bulb  from 
mother^s  abdomen  about  eight  inches. 

Dr.  Spencer  suggested  that,  in  view  of  the  supposed  steri- 
lising effects  of  the  X-rays  in  adults  which  led  to  the  weai-ing 
of  metal  shields  by  operators,  it  might  be  advisable  to  protect 
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the  generative  organs  of  the  foetus  in  utero  bv  the  same  means 
when  skiagrams  of  the  pregnant  uterus  were  taken. 

In  answer  to  an  observation  bj  Dr.  Herbert  Spencer  as  to  a 
possibility  of  the  rays  having  affected  the  organs  of  generation 
of  the  foetus,  Dr.  Heywood  Smith  said  the  child  was  so  far 
healthy,  though  the  mother  could  not  nurse  it. 


A    CASE    OF    CHORION-EPITHELIOMA. 
Shown  by  Dr.  John  Phillips. 

The  patient,  aged  21,  and  married  eighteen  months, 
was  delivered  of  a  hj-datidiform  mole  three  months 
before  her  admission.  During  the  whole  pregnancy  there 
was  a  constant  red  discharge.  The  patient's  medical 
attendant  had  some  difficulty  in  removing  the  ovum. 
She  had  an  attack  of  haemorrhage  six  weeks  later,  again 
a  week  afterwards,  and  a  third  a  month  afterwards,  the 
loss  being  bright  red  with  clots.  After  her  admission 
she  had  three  sharp  attacks  of  haemorrhage,  the  tempera- 
ture varying  between  102°  F.  and  104°  F.,  and  the  pulse 
rapid  and  of  poor  quality. 

On  January  9th,  1905,  under  an  anassthetic,  examina- 
tion showed  that  the  uterus  was  enlarged,  mobile,  ante- 
verted,  and  softish  in  consistence ;  the  cervix  was  soft 
and  dilatable,  and,  -svith  a  little  pressure,  the  index  finger 
could  be  pushed  up  into  the  uterine  cavity.  On  the 
posterior  wall  of  the  fundus  uteri  a  softish,  flattened 
swelling  was  felt,  of  the  size  of  a  bean.  A  small  portion  of 
this  was  removed,  and  a  pathological  report  proved  the 
growth  to  be  a  chorion-epithelioma. 

On  January  13th  vaginal  hysterectomy  was  performed. 
It  was  noted  at  the  time  that  the  tissues  were  very  friable 
and  vascular.  For  about  ten  days  subsequent  to  the 
operation    her    temperature    remained  about    100°  F.  ;   it 
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then  rose  rapidly^  and  varied  between  102°  F.  and  104°  F. 
for  fourteen  days,  after  wliich  there  was  a  gradual  descent 
and  complete  recovery.  The  patient  was  well  a  year 
after  the  operation. 

The  specimen  ivas  referred  to  the  Pathology  Committee, 

Dr.  CuLLiNGWORTH  Said  that  the  value  of  the  communication 
was  enhanced  by  the  fact  that  twelve  months  had  elapsed  since 
the  operation.  As  no  recurrence  had  taken  jDlace  within  that 
time  there  was  reasonable  ground  for  hoping-  that  none  would 
occur.  But  he  would  venture  to  suggest  to  Dr.  Phillips  that  he 
should  report  upon  the  case  again  after  the  lapse  of  another 
twelve  or  eighteen  months,  so  as  to  complete  the  record  in  the 
Society's  *  Transactions.' 

Mr.  Malcolm  said  that  the  patient,  whose  case  he  reported 
in  the  *  Transactions '  for  1903  *  in  association  with  Dr. 
Cuthbert  Lockyer  and  Dr.  Hamilton  Bell,  was  alive  and  well 
four  years  and  seven  months  after  the  operation.  On  May  8th, 
1901,  Dr.  Bell  cleared  out  a  large  hydatidiform  mole.  On  May 
29th,  1901,  he,  Mr.  Malcolm,  removed  two  multilocular  ovarian 
cystomata  and  the  uterus.  In  the  latter  there  were  two  nodules. 
Dr.  Lockyer  described  the  pathological  conditions  in  detail, 
saying  that  the  nodules  in  the  wall  of  the  uterus  presented 
"■  the  typical  appearance  of  chorio-epithelioma."  f  On  January 
2nd,  1906,  the  patient  wrote,  in  answer  to  our  inquiry: — "My 
general  health  continues  good,  my  appetite  is  very  fair,  I  sleep 
well,  and  am  able  to  attend  to  my  household." 


Annual  Meeting. 

The  audited  Report  of  the  Treasurer  (Dr.  Gr.  E.  Herman) 
was  read ;  its  adoption  and  vote  of  thanks  were  moved  by 
Dr.  Amand  Routh,  seconded  by  Dr.  Eden,  and  carried 
unanimously. 

*  P.  483. 
t  P.  492. 
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Report  of  the  Honorary  Librarian. 

The  work  of  the  Library  has  been  carried  on  satisfac- 
torily during  1905. 

The  total  number  of  volumes  in  the  Library  amounts 
to  6,145,  of  which  63  are  periodicals.  Of  these  20  are 
publications  bound  in  two  volumes  annually,  and  the  other 
23  are  bound  in  one  volume  annually. 

During  the  year  43  volumes  have  been  added  ;  29  of 
which  have  been  presented  and  14  purchased. 

The  number  of  Fellows  visiting  the  Library  remains 
about  the  same  as  last  year  ;  and  though  a  larger  number 
of  books  have  been  taken  out  than  in  previous  years  by 
certain  Fellows,  there  is  reason  to  think  that  new  Fellows 
do  not  realise  their  privileges,  viz.,  that  they  are  entitled 
to  borrow  four  books  at  one  time  from  the  Library,  and 
that  current  obstetrical  periodicals  are  to  be  found  on  the 
Library  table. 

Arthur  H.  N.  Lewers, 

Son.  Librarian. 

The  Report  of  the  Hon.  Librarian  (Dr.  A.  H.  N.  Lewers) 
was  received,  and  in  moving  its  adoption  Dr.  Blacker  said 
that  the  Library  was  undoubtedly  one  of  the  most  valuable 
assets  of  the  Society.  He  thought  the  reason  why  so  few 
Fellows  made  use  of  the  Library  was  because  they  had 
no  means  of  finding  out  what  books  it  contained.  There 
was  a  pressing  need  for  a  new  printed  catalogue,  the  last 
having  been  published  some  twenty  or  twenty-five  years 
ago.  It  was  impossible  for  the  ordinary  Fellow  of  the 
Society,  who  might  not  live  at  all  near  the  Library,  to 
find  out  if  it  contained  any  book  he  might  wish  to  take 
out  unless  he  paid  a  personal  visit  to  the  Society^s  rooms. 
When  this  matter  had  been  broached  in  former  years  the 
excuse  had  always  been  that  there  was  so  much  pressure 
of  work  in  connection  with  the  Midwives  Board  that  it 
could  not  be  undertaken.     Now  that  the   Society  was  no 
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longer  examining  midwives  he  hoped  the  Library  Com- 
mittee would  undertake  the  issue^  not  only  of  an  author^s 
catalogue,,  but  also  of  a  subject  catalogue.  They  were 
both  urgently  needed. 

Dr.  Fairbairn  seconded  the  motion,  which  was  carried 
unanimously. 

The  proposed  alterations  in  the  laws,  whereby  all  men- 
tion of  the  Board  for  the  Examination  of  Midwives  was 
to  be  omitted,  were  confirmed,  on  the  motion  of  Dr.  John 
Phillips,  seconded  by  Mr.  Butler-Smythe. 

The  following  Fellows  were  announced  as  Officers  and 
Council  for  1906  : 

President— W.  E.  Dakin,  M.D. 

Vice  -  Presidents.  —  Montagu  Handfi eld- Jones,  M.D. ; 
Amand  Eouth,  M.D.,  B.S.  ;  Sir  William  Japp  Sinclair, 
Knt.,  M.D.  (Manchester)  ;  Albert  C.  Butler-Smythe. 

Treasurer. — Greorge  Ernest  Herman,  M.D. 

Editor  of  '  Transactions.' — Herbert  E.  Spencer,  M.D. 

Honorary  Secretaries. — Eobert  Boxall,  M.D. ;  Arthur 
H.  N.  Lowers,  M.D. 

Honorary  Librarian. — William  John  Gow,  M.D. 

Ex-officio  Members  of  Council. — Sir  John  Williams,  Bart., 
K.C.V.b.,  M.D.  {Trustee  and  Past  President);  J.  Watt 
Black, M.D.  {Trustee  and  Past  President) ;  Francis  Henry 
Champneys,  M.D.  {Trustee)  ;  Henry  G-ervis,  M.D.  {Past 
President)  ;  Alfred  Lewis  Galabin,  M.D.  {Past  President) ; 
G.  E.  Herman,  M.D.  {Past  President)  ;  Edward  Malins, 
M.D.  {Ex-President). 

Other  Members  of  Council. — Henry  Eussell  Andrews, 
M.D. ;  Charles  James  Cullingworth,  M.D. ;  Ernest  Eum- 
ley  Dawson  ;  George  Eastes,  M.B.,  F.E.C.S. ;  Thomas  W. 
Eden,  M.D. ;  John  Henry  Ewart  (Eastbourne)  ;  John 
Shields  Fairbairn,  M.D.,  B.Ch.  ;  William  Sampson  Hand- 
ley,  M.S.,  F.E.C.S. ;  John  Benjamin  Hellier, M.D.  (Leeds); 
John  Martin  Munro  Kerr,  M.B.,  CM.  (Glasgow)  ;  Arnold 
W.  W.  Lea,  M.D.  (Manchester)  ;  Cuthbert  Lockyer,  M.D., 
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B.S. ;  John  Phillips,  M.D.  ;  Charles  Hubert  Roberts, 
M.D.  ;  Mary  Ann  Dacomb  Scharlieb,  M.D. ;  Walter 
C.  Swayne,  M.D.  (Bristol)  ;  James  Henry  Targett,  M.S., 
F.R.C.S. ;   Thomas  Wilson,  M.D.  (Birmingham). 

Mr.  Alban  Doran  proposed,  and  Dr.  Heywood  Smith 
seconded,  a  vote  of  thanks  to  the  retiring  Vice-President, 
Dr.  A.  H.  Freeland  Barbour,  and  to  the  other  retiring 
members  of  Council,  Dr.  Murdoch  Cameron,  Mr.  GouUet, 
Dr.  D.  Berry  Hart,  Dr.  D.  W.  Roberts,  Dr.  Frank  Rush- 
worth,  and  Mr.  C.  J.  Wright. 

Votes  of  thanks  to  the  retiring  Hon.  Secretary,  Dr. 
Handheld- Jones,  and  to  the  retiring  Hon.  Librarian,  Dr. 
Lowers,  were  moved  by  Dr.  Champneys,  seconded  by  Mr. 
Corrie  Keep,  and  carried  unanimously. 

The  President  (Dr.  Dakin)  then  delivered  the  Annual 
Address. 
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PRESIDENT'S  ADDRESS,   1906. 

Ladies  and  Gentlemen, — I  have  now  to  place  before 
you  a  brief  record  of  the  events  which  have  taken  place 
during  the  past  year  in  our  Society — a  somewhat  colour- 
less oration,  inasmuch  as  your  President,  officially,  never 
expresses  any  critical  opinion  on  the  work  that  has  been 
done  by  the  Fellows,  save  one  of  general  approval.  It 
seems  to  me  on  this  occasion,  at  all  events,  that  this 
approval  can  be  given  with  sincerity,  since  there  is  no 
doubt  that  a  great  deal  of  most  valuable  work  has  been 
contributed  to  our  ^Transactions,'  as  I  hope  to  show. 

The  number  of  our  Fellows  has  slightly  fallen  off  this 
year,  for  whereas  this  Society  had  on  its  roll  last  year 
588  ordinary  Fellows  and  13  honorary  Fellows,  there  are 
at  present  583  ordinary  and  12  honorary  Fellows.  This 
reduction  has  come  about  by  our  losing  34  ordinary 
Fellows,  20  of  whom  have  resigned,  and  12,  alas,  have 
been  erased  from  the  roll.  We  may  be  glad  that  we 
have  lost  two  only  by  death.  28  new  Fellows  have  been 
elected.  It  is  to  be  hoped  that  during  this  year  there 
will  be  a  very  much  larger  addition  to  our  numbers. 

Neither  of  the  two  Fellows  we  have  lost  by  death,  nor 
a  third  who  died  last  year,  whose  obituary  notice  I  must 
include  in  this  address,  were  well-known  to  more  than 
one  or  two  of  us  personally,  but  they  were  all  men  who 
had  made  their  mark.  One  of  them,  an  honorary  Fellow, 
was  an  especially  distinguished  man,  namely,  James  Read 
Chadwick,  of  Boston  in  the  United  States. 
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1.  Rustonjee  Naserwanjee  Kliory,M.D.(Brux.)_,L.R.C.P. 
Lond._,  was  elected  a  Fellow  in  1878^  and  died  last  year 
in  London  set.  65.  He  was  one  of  the  Parsees  of  Bombay^ 
a  race  of  romantic  origin^  who  have  become  the  most 
important  part  of  the  native  community  in  that  city, 
being  not  only  the  richest  but  also  the  most  enlightened 
and  liberal.  The  Parsees  have  always  been  represented 
in  the  professions  of  law  and  medicine  of  India,  and 
many  of  them  come  to  England  for  their  education.  Dr. 
Khory  was  educated  at  the  Grant  Medical  College, 
Bombay,  and  was  a  Licentiate  of  the  Bombay  University. 
He  took  his  English  qualification  in  1870. 

He  became  a  leading  physician  in  Bombay,  and  filled 
with  great  distinction  the  office  of  Dean  of  the  Faculty  of 
Medicine  in  the  University. 

He  published  in  1887  a  work  entitled  ^  Bombay 
Materia  Medica  and  Therapeutics,''  in  which  he  enume- 
rated and  described  the  native  drugs  in  a  scientific 
manner.  This  work  has  been  amplified  under  the  name 
of  ^Native  Medicines  of  India  and  their  Therapeutics,^ 
by  Dr.  N.  N.  Katrak,  and  it  is  considered  to  be  a  publi- 
cation of  great  value. 

Dr.  Khory  was  honorary  physician  to  the  Bai  Motlibai 
Obstetric  and  Grynaecological  Hospital. 

2.  Duncan  Campbell  MacCallum,  M.D.,  Emeritus  Pro- 
fessor, McGill  University,  Montreal,  became  a  Fellow  in 
1871.  Unfortunately  I  am  unable  to  obtain  any  facts 
concerning  Dr.  MacCallum^s  life,  for  the  materials  which 
were  promised  by  a  friend  of  his  have  not  arrived.  He 
contributed  four  papers  to  our  '  Transactions  ^ :  '^  A  Case 
of  Intra-Uterine  Peritonitis  ^Mn  1876 ;  "A  Report  of  the 
University  Lying-in  Hospital,  Montreal,  from  October, 
1867,  to  October,  1875,''  and  "A  Description  of  the  Con- 
joined Twins,  Marie-Rosa  Drouin,''  both  in  1878  ;  and 
"  A  Case  of  Villous  Degeneration  of  the  Endometrium  " 
in  the  volume  for  1881.      He  died  in  1904. 

3.  We  have  lost  during  the  past  year  a  Foreign 
Honorary  Fellow,  James  Read  Chadwick.      He  was  with- 
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out  doubt  one  of  the  foremost  medical  men  in  America, 
and  accomplished,  by  his  energy  and  magnetic  personal 
qualities,  more  than  is  given  to  most  men  to  bring  to  a 
successful  conclusion  in  a  life  of  sixty-one  years. 

Dr.  Chadwick  was  born  in  1844  at  Boston.  He  joined 
Harvard  College  in  1865,  and  began  the  study  of  Medi- 
cine there  in  1871,  at  the  age  of  twenty-seven. 

It  is  evident  he  soon  made  up  his  mind  in  which  branch 
of  Medicine  he  intended  to  work,  for  he  was  appointed 
Instructor  in  G-ynaecology  at  that  Medical  School  in  1873, 
a  post  which  he  held  till  1880,  and  filled  again  in  the 
years  1888  to  1887. 

In  1875  he  became  Physician  to  Out-patients  in  the 
Gryngecological  Department  of  the  Boston  City  Hospital, 
and  continued  in  this  appointment  till  1882.  When  he 
died  he  was  Physician  for  the  Diseases  of  Women  at  the 
same  Institution. 

In  1874,  being  then  thirty  years  of  age,  he  began  the 
task  to  which  he  devoted  the  concentrated  energies  of  his 
life — the  institution  and  development  of  the  Boston  Medi- 
cal Library,  a  work  which  will  constitute  for  him  a  monu- 
ment more  enduring  than  brass.  On  the  occasion  of  the 
dedication  of  the  fine  new  building  in  which  the  Library 
is  at  present  housed,  in  1901,  Dr.  Cheevers,  who  was  then 
President  of  the  Library  Council,  and  the  successor  of 
Oliver  Wendell  Holmes,  Hodges,  and  Minot  in  the  presi- 
dential chair,  gave,  in  his  opening  address,  a  short  account 
of  the  foundation  of  the  Library  Association,  and  in  con- 
gratulating the  Society  on  still  possessing  Chadwick  as 
their  Librarian  said,  ^^  If  any  one  man  were  named  who 
had  collected  and  created  our  Library  it  is  he.  He  is  a 
bibliophile  who  travels  over  Europe  with  a  list  of  missing 
numbers  always  in  his  pockets.  Persistent  as  the  bee,  he 
never  comes  home  without  honey .^^  In  giving  his  own 
explanation  of  the  means  he  had  employed  to  make  the 
Library  so  complete  as  to  be  the  fourth  in  size  in  American 
medical  libraries  Chadwick  said,  '^  The  completeness  of 
our  files  of  journals  and  transactions  I  attribute  largely  to 
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the  existence  of  the  volume  which  I  hold  in  my  hand, 
my  'want  book/  wherein,  upon  the  left-hand  page,  is 
entered  every  volume  or  number  needed  to  complete  the 
file  of  that  particular  journal.  By  invariably  carrying 
this  with  me  upon  my  travels  in  this  country  and  in 
Europe  I  have  been  able  gradually,  at  a  trifling  expendi- 
ture of  money,  to  complete  the  files  of  all  the  leading 
periodicals  of  the  world.  I  submit  this  to  your  special 
attention  if  you  wish  to  know  how  to  build  up  a  medical 
library  with  practically  no  funds  for  the  purchase  of 
books.^' 

He  announced  at  the  same  meeting  that  his  plan  was 
further  'Ho  enlarge  the  scope  of  the  functions  of  the 
library  by  its  assuming  in  addition  the  role  of  a  society," 
believing  "that  the  conjunction  of  the  double  attributes 
of  a  library  and  a  society  more  than  doubles  the  useful- 
ness of  the  institution." 

A  memorial  composed  after  his  death  by  a  Committee 
of  the  Library  Council  concludes  in  the  following  words: — 
"  Dr.  Chadwick  began  his  own  address  at  the  dedication 
of  our  present  home  by  reminding  us  that  on  a  sun-dial 
at  Oxford  University  are  these  words,  'Horae  pereunt  et 
imputantur^  (the  hours  perish  and  are  to  be  accounted 
for).  His  hours  have  passed,  and  the  accounting  is  to 
be  found  in  his  labours  for  this  and  other  libraries;  in 
his  work  for  the  American  Gynaecological  Society ;  for 
the  cause  of  cremation ;  in  a  busy  professional  life ;  in 
his  many  unrecorded  acts  of  generous  helpfulness  and 
kindness;  in  the  sixty  or  seventy  titles  of  published 
papers,  essays,  and  addresses ;  and  in  many  minor  fields 
of  less  continuous  activities.  This  is  no  mean  record. 
His  contemporaries  knew  him  well,  and  their  descendants 
will  not  forget  him. 

One  would  imagine  that  such  an  undertaking  as  the 
building  up  of  a  library  of  the  first  rank  would  be  enough 
for  the  spare  hours  of  most  men.  But  it  was  not  enough 
for  Chadwick.  We  find  him  in  1876  officiating  as  Secre- 
tary to,  and  no  doubt  taking  a  very  active  part  in,  the 
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foundation  of  one  of  the  most  distinguished  Societies 
devoted  to  obstetrics,  the  American  Gyna3cological  Society. 
It  may  be  of  interest  if  I  quote  what  he  considered  the 
best  principles  on  which  to  start  such  a  Society.  He 
says,  in  his  speech  at  its  inaugural  meeting,  "With 
regard  to  the  special  plan  under  which  we  should  organ- 
ise, it  has  been  generally  conceded  to  be  better  for  our 
Society  to  have  a  restricted  membership,  and  to  require 
high  qualification  in  the  candidates  for  admission.  By 
this  means  membership  will  come  to  be  coveted,  and  our 
discussions  be  more  profitable.^ ^  In  compliance  with  this 
principle  the  number  of  Original  Fellows  was  fixed  at  39, 
and  by  the  rules  of  the  Society  then  drawn  up  the  total 
number  of  Fellows  was  not  to  exceed  60.  Among  the 
founders  were  Fordyce  Barker  (the  first  President), 
Peaslee,  Emmett,  Thomas,  Marion  Sims,  Lusk,  Noegerrath, 
Munde,  Skene,  Goodell,  Parvin,  Byford,  Engelman,  and 
Atlee,  with  many  others  Avhose  names  are  familiar  to  us 
on  this  side  the  Atlantic.  Chadwick  remained  as  Secretary 
till  1882,  and  was  elected  President  in  1897. 

In  the  same  year  he  was  elected  a  Corresponding 
Fellow  of  our  Society,  and  in  1900  he  was  made  an 
Honorary  Fellow. 

Judging  from  his  portrait,  and  from  his  speeches  and 
writings,  one  would  take  him  to  have  been  one  of  the 
kind  of  men  we  are  accustomed  to  find  in  the  cultured 
American — alert,  genial  in  manner,  and  kindly  of  heart. 
That  his  temperament  was  of  the  artistic  type  is,  I  think, 
easily  recognisable  in  his  features  and  expression.  In 
fact.  Dr.  Osier  says  of  him  that  he  was  a  "  delightful 
companion,  with  a  strongly  artistic,  even  Bohemian,  tem- 
perament, which  made  his  house  a  rendezvous  for  the 
lighter  spirits  in  and  outside  of  the  profession.^'  But,  in 
addition  to  being  a  "justum,''  we  have  seen  he  was  a 
"  tenacem  propositi  virum,''  and  of  that  untiring  energy 
which  accomplishes  its  purpose  in  the  least  possible  time, 
"  ohne  Hast,  ohne  East,"  although  I  should  imagine  that 
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on  appropriate  occasions  lie  was  not  incapable  of  finding 
himself  in  either  of  these  extremes. 

I  will  now  proceed,  according  to  custom,  to  give  a 
short  account  of  the  work  that  has  been  done  at  the 
Society's  meetings  during  the  year  1905. 

I  think  the  most  useful  and  comprehensible  way  of 
doing  this  is  to  classify  the  material  into  (1)  papers  on 
obstetrical  subjects ;  (2)  papers  on  gynaecological  sub- 
jects ;  (3)  short  communications  and  specimens  illustrating 
obstetrical  cases ;  (4)  the  same  of  gy nee cological  cases  ; 
(5)  diseases  and  abnormalities  of  the  newly-born. 

The  obstetrical  papers  are  three  in  number  : — ^^  An 
Investigation  into  the  Causation  of  Puerperal  Infections/' 
by  Mr.  A.  Gr.  E.  Foulerton  and  Dr.  Victor  Bonney ; 
'^  Mortality  in  Childbed  both  in  Hospital  and  in  Greneral 
Practice/'  by  Dr.  Boxall ;  and  ^^  Eclampsia,  Septic  Peri- 
tonitis, Splenic  Abscess,  Death  on  16th  day  after 
Delivery,"  by  Dr.  Holdich  Leicester,  of  the  Indian  Medi- 
cal Service. 

Mr.  Foulerton  and  Dr.  Bonney  read  their  paper  in 
January.  It  is  an  interesting  one,  and  deals  with  some 
of  the  most  important  aspects  of  puerperal  septicaemia. 
It  comprises  an  investigation  into  the  micro-organisms 
found  in  the  uterus  of  a  number  of  puerperal  women,  of 
whom  fifty-four  had  fever,  and  twelve  had  a  normal 
lying-in.  The  authors  made  also  a  bacteriological 
examination  of  the  cervical  secretion  of  thirty  cases  of 
non-pregnant  women  suifering  from  cervical  discharge,  in 
order  to  discover  if  any  of  the  organisms  found  in  these 
cases  were  such  as  might  cause  puerperal  septicaemia. 

The  results  of  their  examinations  were  as  follows  : — 
They  found  the  uterus  sterile  in  all  the  normal  cases  of 
lying-in,  and  this  is  in  agreement  with  what  is  generally 
believed,  although  Doderlein  and  others  have  asserted 
that  organisms,  even  streptococcus,  are  occasionally  pre- 
sent in  the  uteri  of  healthy  puerperge. 

Of  the  54  febrile  cases  they  found  in  40  of  a  severe 
type  that  streptococci,  varying  slightly  in  character  among 
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themselves,  were  present  in  25_,  showing  how  important  a 
part  this  coccus  plays  in  puerperal  fevers.  They  found 
the  pneumonia  micrococcus  in  at  least  4  of  these  cases,  a 
proportion  greater  than  that  found  by  most  other  ob- 
servers. 

The  Micrococcus  gonorrhoese  was  never  present  in  the 
uterus,  contrary  to  the  experience  of  others  ;  and  they 
come  to  the  conclusion  that  too  much  importance  has  been 
attached  to  this  organism  as  a  cause  of  puerperal  fevers. 
The  uterine  contents  were  found  to  be  sterile  in  5  of  the 
same  series  of  40,  and  in  10  out  of  14  mild  cases  ;  and  in 
these  15  sterile  examples  a  marked  proportion  were 
primiparee  with  considerable  lacerations  of  the  cervix  or 
perinaeum. 

The  conclusions  they  come  to  are,  that  in  the  absence 
of  a  bacteriological  diagnosis  all  cases  of  puerperal  sepsis 
in  which  the  temperature  rises  above  102°  F.  should  be 
dealt  with  as  if  they  were  due  to  streptococcic  infection, 
and  they  recommend  a  compound  antistreptococcic  serum. 
They  condemn  entirely  curetting  of  the  puerperal  septic 
uterus,  as  being  in  the  first  place  of  no  use  because  the 
removal  of  all  organisms  by  this  means  is  impossible,  and 
in  the  second  as  likely  to  do  harm  by  opening  up  fresh 
surfaces.  This,  I  think,  is  a  pretty  universally  accepted 
principle.  They  further  consider  that  precautionary 
measures,  such  as  vaginal  douching,  against  auto-infection 
by  the  micro-organisms  which  may  be  present  in  the 
vagina  and  cervix  are  non-efficacious. 

Most  of  those  who  took  part  in  the  discussion  had  been 
disappointed  in  the  results  of  the  injection  of  antistrepto- 
coccic serum.  Dr.  Boxall  was  of  opinion  that  prophylactic 
douches  given  early  in  labour  were  of  value,  both  as 
tending  to  prevent  septic  infection  and  inflammation  of 
the  child's  eyes. 

In  a  paper  on  the  Mortality  in  Childbed  read  in  May 
Dr.  Boxall  considered  the  subject  of  puerperal  fevers  from 
a  different  point  of  view.  His  object  in  writing  the  paper 
was,  in    his   own  words  "to  present   the   records    of  the 
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York  Eoad  Hospital  and  the  returns  of  the  Eegistrars- 
G-eneral  for  London,  England  and  Wales,  Scotland,  and 
Ireland  in  such  a  form  that  they  may  be  strictly  compar- 
able. Dr.  Boxall  has,  in  doing  this,  continued  further 
the  series  of  valuable  papers  on  the  events  of  the  puer- 
perium  which  he  has  contributed  from  time  to  time  to  our 
'  Transactions.'' 

He  took  York  Eoad  Hospital  as  a  type  of  a  properly- 
conducted  lying-in  institution,  and  proceeded  to  show  how 
little  improvement  in  the  general  mortality  of  the  country 
from  childbed  had  occurred  during  the  last  twenty-five 
years,  even  when  he  compared  the  death-rate  of  the  Hos- 
pital for  the  last  twenty-five  years  with  that  of  England 
and  Wales  for  three  recent  years,  namely,  1901,  1902, 
and  1903. 

In  discussing  and  analysing  his  tables,  in  which  the 
statistics  he  has  compiled  were  treated  from  various  points 
of  view,  he  found  the  following  facts  brought  out  among 
others  :  that  severe  septic  illness  v/as  completely  absent 
during  the  last  sixteen  years  among  the  8000  or  more 
patients  who  were  attended  throughout  in  hospital ;  that 
4  fatal  cases  of  sepsis  occurred  among  women  in  whom 
ineffectual  attempts  at  delivery  had  been  made  outside 
before  admission  into  the  hospital ;  and  that  there  was  a 
complete  failure,  when  thus  introduced,  of  septic  illness 
to  spread  to  other  patients  in  the  hospital  at  the  time. 

The  author  gave  a  short  account  of  the  development, 
at  this  particular  hospital,  of  the  principles  by  the  observ- 
ance of  which  such  satisfactory  results  had  been  obtained. 
In  the  course  of  his  paper  he  comments  on  a  "  despairing 
note,^^  which  has  been  sounded  in  Germany,  whereby  the 
profession  is  invited  to  turn  its  attention  to  the  curative 
treatment  of  puerperal  septic  disease  on  the  assumption 
that  it  is  impossible  in  private  to  prevent  it.  He  drowns 
this  note,  however,  in  a  cheerful  passage  illustrating  the 
far  more  favourable  circumstances  in  which  a  private 
patient  finds  herself — more  cheerful  even  than  those  which 
surround   her   in  the  York  Eoad  Hospital.      He  believes 
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that  if  puerperal  sepsis  is  to  be  eliminated  in  private 
practice  it  is  necessary  to  go  back  to  the  root  of  the  matter 
and  to  instruct  the  student  practically  in  mid"vvifery  under 
proper  supervision. 

In  discussing  Dr.  BoxalPs  paper  Dr.  Galabin  said  he 
thought  the  author  had  taken  a  rather  too  pessimistic 
view  in  his  conclusion  that  puerperal  mortality  had,  if 
anything,  shown  a  tendency  to  increase.  He  explained 
another  method  of  dealing  with  the  available  statistics, 
namely,  by  taking  the  mean  death-rate  of  a  period  and 
comparing  with  it  the  death-rate  of  the  early  years 
and  the  later  years  respectively.  He  found  by  this 
means  that  there  was  a  considerable  reduction  in  the 
mortality,  and  that  this  was  very  marked  in  London,  but 
that  it  existed  also  in  the  record  of  England  and  Wales. 
At  the  same  time,  he  considered  that  an  improvement,  at 
least  as  much  again,  might  be  expected  if  antiseptic 
midwifery  were  carried  out  as  effectually  throughout 
England  and  Wales  as  in  London. 

Dr.  Holdich  Leicester  sent  a  paper  from  Calcutta  on  a 
case  of  Eclampsia  complicated  with  Septic  Peritonitis  and 
Splenic  Abscess.  He  described  the  case  in  detail,  and 
dwelt  on  the  rarity  of  splenic  abscess  under  such  circum- 
stances. The  patient  was  a  Hindu  woman,  who  was  ad- 
mitted into  the  Eden  Hospital  with  eclampsia,  and  was 
delivered  of  a  dead  foetus  with  putrid  liquor  amnii.  She 
had  a  rigor  on  the  third  day  after  delivery,  and  several 
others  on  subsequent  days  till  the  tenth  day,  when  she 
complained  of  pain  in  the  left  side  of  the  chest.  She 
had  further  rigors,  and  died  on  the  sixteenth  day.  The 
striking  point  in  the  ^post-mortem  examination  was  an 
abscess  which  occupied  half  of  the  bulk  of  the  spleen. 
There  was  also  considerable  peritonitis. 

In  April,  Dr.  Cuthbert  Lockyer  gave  a  most  interesting 
demonstration  with  the  lantern  on  the  Corpus  Luteum  and 
Compound  Lutein  Cystomata  found  in  association  with  Vesi- 
cular Mole  and  Chorio-epithelioma.  The  demonstration 
consisted  of  a  large  number  of  beautifully  prepared  lantern 
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illustrations  of  the  normal  and  abnormal  processes  whicli 
occur  in  the  Graafian  follicle  and  corpus  luteum  during 
their  development  and  retrogression.  Dr.  Lockyer  dis- 
cussed, among  the  normal  events,  the  development  of  the 
theca  interna  from  the  tunica  fibrosa ;  the  production  of 
the  clot ;  the  shedding  of  the  granulosa  layer ;  the  for- 
mation of  the  corpus  albicans  and  its  disappearance.  He 
showed  the  different  ways  in  which  cysts  may  develop 
from  the  corpus  luteum  during  its  retrogression,  and  ex- 
plained how  in  some  cases  the  cyst  would  have  a  lining  of 
lutein  cells,  and  in  others  one  of  fibrous  tissue  derived 
from  the  clot.  In  the  discussion  Dr.  Williamson  said  he 
considered  the  fibrous  tissue  was  derived  from  the  mem- 
brana  propria  of  the  follicle,  and  not  from  the  clot.  Dr. 
Lockyer,  in  considering  the  origin  of  the  lutein  cell,  held 
that  it  was  really  derived  from  the  connective-tissue  cells 
of  the  theca  interna,  thus  differing  from  the  majority  of 
observers,  who  had  till  recently  believed  that  it  was  a 
modified  granule sa-layer  cell. 

He  was  of  opinion  that  the  usual  period  in  which  the 
lutein  cyst  might  develop  was  before  rupture,  and  further 
in  follicles  which  never  would  rupture.  He  proceeded  to 
describe  the  different  modes  in  which  this  might  happen, 
resulting  in  the  formation  of  epithelial  or  non-epithelial 
cysts  according  as  the  granulosa  layer  remained  or  had 
disappeared.  He  believes  that  the  ovarian  hsematomata, 
the  haemorrhage  from  which  has,  in  a  few  cases,  become 
important  enough  to  simulate  a  ruptured  ectopic  gestation, 
mostly,  if  not  entirely,  arise  in  connection  with  developing 
Graafian  follicles,  or  in  the  course  of  formation  of  lutein 
cysts.  He  also  alluded  to  the  fusion  of  lutein  cysts  with 
other  varieties  of  cyst  and  the  production  of  "  complica- 
tion cysts,^"*  and  discussed  the  question  of  how  lutein 
abscesses  were  produced,  and  their  calcification,  and  said 
he  had  been  unable  to  satisfy  himself  that  any  solid 
lutein  new  growth  had  ever  been  discovered. 

A  very  interesting  point  in  his  remarks  was  his  con- 
sideration  of   the  relation   of   the  presence  of  excess  of 


61 

lutein  tissue  in  ovaries  to  the  growth  of  vesicular  moles 
and  chorio-epithelioma.  He  had  found,  in  the  course  of 
his  experience,  that  there  is  more  lutein  tissue  to  be 
found  in  the  ovaries  in  cases  of  these  two  diseases  of  the 
chorion  than  in  any  other  circumstances,  and  he  discussed 
the  doctrine  of  Fraenkel  regarding  the  control  exercised 
on  the  trophoblast  by  this  lutein  tissue. 

Dr.  Williamson  and  Dr.  Blacker  contributed  most 
pertinent  remarks  on  the  opinions  and  statements  of  the 
author,  the  former  observing  as  a  further  criticism  that 
he  had  found  lutein  cells  diffused  through  the  ovary  in 
quite  normal  cases,  and  the  latter  considering  that,  in 
view  of  the  observations  of  Seitz  as  to  the  hyperplasia  of 
lutein  tissue  in  practically  all  cases  of  normal  pregnancy, 
a  very  large  body  of  evidence  would  have  to  be  forth- 
coming before  the  influence  of  this  tissue  on  the  growth 
of  the  trophoblast  could  be  accepted. 

At  the  October  meeting  Dr.  Herbert  Spencer  described 
a  case  of  Carcino-sarcoma  Uteri.  This  unwieldy  name  has 
been  given  to  specimens  where  carcinoma  and  sarcoma 
existed  side  by  side  in  the  same  uterus.  In  this  particu- 
lar instance  vaginal  hysterectomy  was  performed,  and  re- 
currence took  place  within  two  months.  The  author  gives 
abstracts  of  similar  cases,  which  appear  to  have  occurred, 
as  does  simple  cancer  of  the  body,  mostly  in  sterile  women 
after  the  menopause.  The  sarcoma  arises  as  a  rule  in  the 
endometrium,  and  its  smoother  surface  contrasts  with  the 
more  irregular  area  of  carcinomatous  growth. 

He  believes  that  a  careful  examination  of  sarcomatous 
uteri  will  result  in  our  finding  that  the  association  of  the 
two  kinds  of  tumour  is  less  rare  than  has  been  suspected. 

Mr.  Handley  suggested  that  one  reason  of  their  con- 
currence might  be  that  the  sarcomatous  outgrowth  so 
irritated  the  endometrium  as  to  cause  a  cancer. 

In  November  Mr.  Doran  gave  the  results  of  a  most 
important  investigation  into  the  After-history  of  sixty 
cases  of  Subtotal  Hysterectomy  for  Fibroids.  These  after- 
histories  extended  to  at  least  two  years  after  operation. 
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The  paper  was  intended  mainly  to  clear  up  tlie  question 
as  to  how  far  the  preservation  of  one  or  both  ovaries 
affected  the  course  of  the  artificial  menopause  induced  by 
the  operation.  He  also  discussed  the  question  as  to  how 
far  the  retention  of  a  portion  of  the  corporeal  endometrium 
was  of  service  in  mitigating  the  discomforts  of  this  crisis. 

The  analysis  of  the  cases  gave  the  following  results  : 

In  twenty-eight  cases  both  ovaries  were  removed.  Of 
these  the  menopause  was  neither  immediate  nor  complete 
in  three  ;  the  menopause  was  complete  without  symptoms  in 
six;  the  menopause  was  complete  with  mild  symptoms  in 
nine ;  the  menopause  was  complete  with  severe  symptoms 
in  ten.  The  severe  symptoms  consisted  of  violent  flush- 
ings andj  in  two  cases,  of  mania. 

In  twenty-six  cases  one  ovary  was  saved.  Of  these 
the  catamenia  were  regular  for  varying  periods  after 
operation  in  eight ;  the  catamenia  were  irregular  in  five  ; 
the  menopause  was  complete  and  immediate  in  thirteen. 
There  were  no  severe  menopause  symptoms  in  any  of 
these  cases. 

In  six  cases  both  ovaries  were  saved.  Of  these  the 
catamenia  were  regular  after  operation  in  three ;  the 
catamenia  were  soon  suppressed  in  two ;  the  menopause 
was  complete  and  immediate  in  one. 

Mr.  Doran  considered  that  these  results  favoured  the 
conservative  treatment  of  the  ovaries,  that  is,  of  ovarian 
tissue,  and  support  the  Abel-Zweifel  theory  as  to  the  ad- 
vantage of  retaining  some  corporeal  endometrium.  He 
therefore  preferred  the  subtotal  operation  to  panhysterec- 
tomy. A  lively  discussion  was  begun  by  Mrs.  Boyd,  and 
carried  on  by  Dr.  Spencer,  Dr.  Heywood  Smith,  Dr. 
G-riffith,  and  Mr.  Malcolm.  These  speakers  dealt  with 
the  relative  advantages,  from  an  after-history  point  of 
view,  of  subtotal  hysterectomy  and  the  complete  removal 
of  the  uterus,  with  the  individual  varieties  in  the  charac- 
ter of  the  menopause,  and  with  the  question  of  preserva- 
tion of  the  ovaries,  even  if  inflamed. 

Mr.  Doran  hoped  that  someone  would  compile  tables  of 
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cases  of  panhysterectomy  on  lines  similar  to  liis  metliod, 
and,  indeed,  seeing  the  differing  opinions  evidently  exist- 
ing among  operators  as  to  the  relative  value  of  these  two 
ways  of  treating  fibroid  uteri,  such  a  contribution  to  our 
'  Transactions  ^  is  most  urgently  needed. 

In  December  Dr.  Herman,  at  the  invitation  of  our 
Honorary  Secretary,  opened  a  discussion  on  Ventral  Fixa- 
tion of  the  Uterus  and  its  Alternatives.  He  enumerated 
four  classes  of  case  in  which  ventral  fixation  was  useful : 

(1)  Retroflexion  without  appreciable  descent,  but  with 
tenderness  of  the  uterine  body,  not  removed  by  mechanical 
support. 

(2)  Adherent  retroflexion  with  tenderness,  the  operation 
being  advised  with  caution. 

(3)  Retroflexion  without  tenderness  of  the  uterus,  but 
with  descent,  mechanical  support  being  ineffective. 

(4)  Prolapse  of  uterus  and  vagina.  Here  the  operation 
must  be  accompanied  with  elytrorrhaphy. 

He  considered  ventral  fixation  less  dangerous  than 
Alexander's  operation,  and  more  permanent  than  vaginal 
fixation.  He  then  proceeded  to  consider  the  dangers  of 
ventral  fixation.  He  concluded  by  stating  his  belief  that 
the  operation  did  not  interfere  with  subsequent  pregnancy 
or  labour,  and  that  it  might  prevent  miscarriage. 

Dr.  Horrocks  was  of  opinion  that  the  operation  was,  b}^ 
many  gynaecologists,  too  often  done,  and  he,  personally, 
had  not  had  to  resort  to  it  a  dozen  times  altogether.  He 
had  in  all  other  cases  been  able  to  relieve  the  patient  by 
attention  to  the  cause  of  the  displacement  and  by 
mechanical  means.  He  related  a  case  where,  in  a 
woman  who  had  undergone  the  operation,  a  pregnancy 
ended  in  obstructed  labour,  owing  to  the  cervix  looking 
directly  backwards  and  being  immovable,  making  a 
Cassarian  section  necessary.  He  had  also  found  that  the 
dragging  of  the  uterus  had  caused  pain. 

Dr.  Galabin  mentioned  an  alternative  operation,  that  of 
intra-peritoneal  shortening  of  the  round  ligaments.  This 
method  was  free  from  the  objections  connected  with  preg- 
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nancy  and  labour,  and  free  from  the  difficulties  and 
dangers  sometimes  met  with  in  Alexander's  operation. 
He  considered,  however,  that  for  extreme  and  obstinate 
degrees  of  prolapse  ventro-fixation  combined  with  elytror- 
rhaphy  was  the  best  operation,  but  that  even  this  was 
not  infallible.  He  was  in  favour  of  performing  Lefort's 
operation  for  prolapse  in  elderly  widows — that  is,  of 
forming  an  artificial  median  vaginal  septum. 

After  some  remarks  by  Dr.  Heywood  Smith  as  to  the 
change  of  opinion  regarding  this  operation  (ventral  fixa- 
tion) that  had  developed  during  the  last  twenty  years, 
Dr.  Eussell  Andrews  laid  stress  on  the  difficulties  that 
might  arise  in  pregnancy  and  labour  after  the  operation, 
and  also  to  some  recorded  cases  of  intestinal  obstruction 
which  seemed  due  to  the  ventral  fixation. 

Dr.  Blacker  had  performed  ventral  fixation  mainly  for 
severe  prolapse  in  the  case  of  women  who  were  not  likely 
to  again  become  pregnant,  and,  but  on  one  occasion,  in  a 
single  woman  who  had  marked  prolapse  due  to  congenital 
weakness  of  the  pelvic  floor.  He  had  obtained  good 
results  from  ventral  fixation  combined  with  colpo-perinseor- 
rhaphy  and  often  with  amputation  of  the  cervix. 

Dr.  Arnold  Lea  considered  it  essential,  in  cases  where 
the  patient  might  afterwards  become  pregnant,  to  leave 
the  fundus  free  in  suturing  the  uterus. 

The  general  tendency  of  the  debate  was  to  establish 
the  operation  as  a  good  one  in  a  certain  number  of  cases 
of  prolapse  which  could  not  be  relieved  by  mechanical 
means,  alone  or  combined  with  less  important  operative 
measures,  and  to  show  that  it  was  not  unattended  with 
remote  dangers. 

Short  Communications  and  Specimens  illustrating 
Obstetrical  Cases. 

Among  the  abnormalities  of  pregnancy  instances  of 
ectopic  gestation  have  been  very  frequently  brought  before 
us.      Dr.  Purslow,  Mr.  Doran^  and  Mr.  Gilford  Nash  had 


65 

each  met  with  cases  of  repeated  tubal  pregnancy.  In 
Dr.  Purslow^s  patient  the  two  pregnancies  were  separated 
from  one  another  by  an  interval  of  sixteen  months  only^ 
and  both  pregnancies  had  attained  the  same  age  of 
development^  and  they  affected  each  tube  in  turn.  Mr. 
Doran  had  diagnosed  a  right  tubal  pregnancy  the  year 
before  he  operated  for  gestation  in  the  left  tube.  The 
procedure,  which  had  been  discussed  elsewhere,  of  remov- 
ing the  sound  tube  in  any  case  of  tubal  gestation,  as  well 
as  the  pregnant  one  was  decided  by  all  the  speakers  to 
be  inadmissible.  Mr.  Gifford  Nash^s  patient  had^  like 
Dr.  Purslow's,  each  tube  affected  in  turn,  the  second 
pregnancy  occuring  two  years  after  the  first.  The  sym- 
ptoms appeared  on  the  thirty-fifth  and  the  forty- third  day 
respectively. 

In  Dr.  Giles'  case,  of  which  the  specimen  was  shown  in 
March,  the  patient  had  advanced  to  the  eighth  month  of 
pregnancy,  and  the  operation  for  the  removal  of  the  foetus 
took  place  a  month  after  this.  Dr.  Giles  waited  for  a 
month  after  the  death  of  the  child,  and  was  able  to  re- 
move the  sac  and  placenta  with  success.  The  various 
speakers  discussed  the  question  of  how  long  operation 
should  be  postponed  after  the  foetus  was  presumed  to  be 
dead,  if  it  were  desirable  to  wait  for  its  death,  and  how 
far  attempts  should  be  made  to  remove  the  placenta.  Dr. 
Herbert  Paterson  related  a  case  in  which  he  had  operated 
in  the  sixth  month  when  the  foetus  was  alive. 

Dr.  Russell  Andrews  described  a  case  of  ruptured  in- 
terstitial pregnancy,  in  which  he  had  completed  the 
operation  by  doing  a  supra-vaginal  amputation  of  the 
uterus,  and  discussed  the  question  as  to  whether  it  would 
not  be  better  practice,  in  a  similar  case,  to  merely  excise 
the  cornu  with  tube  on  the  affected  side.  Dr.  Boxall 
showed  a  specimen  of  rupture  of  a  gestation  sac  in  the 
fifth  month.  The  sac  had  ruptured  in  two  places.  Dr. 
Holdich  Leicester  showed  a  specimen  in  which  he  believed 
rupture  had  occurred  on  two  occasions. 

Dr.  Lewers  showed  a  specimen  of  pregnancy  in  a  rudi- 
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mentary  horn  which  had  advanced  to  the  third  month. 
Dr.  Galabin  described  a  case  in  which  tubal  abortion  had 
been  produced  by  a  bimanual  examination.  The  sym- 
ptoms were  not  distinctive,  and  the  amount  of  bleeding  was 
very  small. 

In  March  a  short  communication  was  read  by  Dr. 
Holdich  Leicester  describing  a  case  of  chyluria  which 
occurred  in  pregnancy.  The  first  time  the  abnormality 
of  the  urine  was  noticed  was  near  the  end  of  pregnancy. 
Filaria  embryos  were  found  in  the  chylous  urine.  The 
woman  had  a  normal  labour  and  convalescence,  and  was 
discharged  with  her  aifection  still  persisting. 

Among  the  accidents  of  pregnancy  and  labour  there 
were  two  cases  described — one,  by  Mr.  Targett,  of  acci- 
dental haemorrhage,  in  which  he  had  felt  compelled  to 
open  the  abdomen  and  remove  the  body  of  the  uterus  on 
account  of  the  urgency  of  the  symptoms,  and  the  pro- 
bability of  postpartum  haemorrhage  in  the  existing  state 
of  the  uterus ;  and  one,  by  Dr.  Nepean  Longridge,  of 
eclampsia,  in  which  the  patient  was  treated  by  saline  infu- 
sion. Dr.  Longridge  gave  interesting  details  of  the  chemi- 
cal condition  of  the  blood,  and  of  the  administration  of 
alkalies  to  bring  this  nearer  to  the  normal.  He  had  also 
administered  a  considerable  quantity  of  sugar,  to  increase 
the  antitoxic  function  of  the  liver  by  providing  an  addi- 
tional glycogen  production,  since  it  has  been  shown  that 
the  antitoxic  power  of  the  liver,  which  is  important,  can 
only  be  exercised  in  the  presence  of  glycogen. 

Three  specimens  were  shown  of  instances  in  which 
fibroid  tumours  had  imported  some  complication  into  ob- 
stetric cases.  In  Mr.  Doran's  case  he  had  removed,  by 
abdominal  myomectomy,  at  the  second  month,  a  fibroid 
which  had  occupied  the  whole  of  the  left  half  of  the  pelvis 
considerably  below  the  level  of  the  brim.  The  patient 
was  delivered  at  term. 

Dr.  Frank  Taylor  showed  in  October  a  necrobiotic 
fibromyoma,  which  had  occurred  in  pregnancy,  and  made 
some  remarks  as  to  the   influence   of  pregnancy  on  such 
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tumours.  Dr.  Arnold  Lea  gave  a  description  of  case  of 
puerperal  sepsis  caused  by  the  suppuration  of  a  small 
myoma.  He  had  performed  a  vaginal  hysterectomy  with 
success. 

One  case  of  carcinoma  of  the  cervix  complicating  labour, 
and  its  treatment,  was  described.  This  specimen  was 
shown  by  Dr.  Munro  Kerr.  He  had  performed  Caesarian 
section,  ligatured  the  vessels  of  the  uterus  and  separated 
it  from  its  attachment  jper  ahdomen,  and  drawn  it  out  per 
vaginam.  He  considered  that  the  whole  uterus  should  be 
removed  when  possible  in  such  cases.  Dr.  Spencer  ex- 
pressed a  most  decided  opinion  in  favour  of  delivering  the 
woman  per  vias  nahorales,  followed,  during  the  puerperium, 
by  high  amputation  of  the  cervix  with  the  galvano-cautery 
in  operable  cases. 


Short  Communications  and  Specimens  illustrating 
Gynj<:cological  Cases. 

There  were  a  large  number  of  specimens  shown  by 
various  Fellows,  and  a  new  operation  for  the  cure  of  vaginal 
cystocele  was  described  by  Dr.  Hey  Groves.  It  would  be 
tedious  to  the  Fellows  present  if  I  were  to  mention  all 
these  in  detail,  and  perhaps  it  will  suffice  to  say  that  the 
scientific  value  of  the  specimens  was  quite  of  the  high 
standard  we  are  accustomed  to  find  at  our  meetings. 


Abnormalities  in  Infants. 

A  specimen  of  extensive  malformation  of  the  abdomina 
and  pelvic  organs,  combined  with  some  abnormalities  of 
the  spinal  cord,  was  fully  described  after  dissection  by  Dr. 
Charles  Singer  in  June.  He  made  several  interesting 
speculations  as  to  the  cause  of  these  deformities.  Two 
monsters  were  shown  by  Dr.  Macnaughton  Jones. 

It  must  be  a  source  of  great  satisfaction  to  the  Society 


that  both  in  the  writing  of  the  papers  contributed  to  our 
^  Transactions/  and  in  the  discussing  of  the  same  and  of 
specimens^  our  younger  Fellows  have  borne  a  most  impor- 
tant part.  Such  a  condition  ensures  the  continued  success 
of  a  Society.  And  I  think  we  are  most  happy  in  our 
scientific  prospects,  for  we  have  a  large  number  of  earnest 
workers  among  our  body  who  are  not  yet  senior,  and  can- 
not quite  be  called  junior  Fellows.  Many  of  them  have 
made  one  or  other  subject  their  own,  and  are  also  ready 
to  discuss  with  authority  and  knowledge  the  various  pro- 
blems that  are  constantly  being  presented  for  solution  to 
the  Society. 

As  regards  our  material  prospects  we  are  not,  at  the 
present  moment,  in  quite  so  settled  a  condition.  The 
question  of  the  amalgamation  of  the  London  Medical 
Societies  is  still  under  consideration.  There  seems  some 
likelihood  of  the  scheme  being  carried  through,  and  we 
are  aware  of  the  stage  they  have  reached  as  far  as  we  are 
concerned,  and  we  discussed  the  scheme  at  the  meeting  of 
our  Society  held  on  December  4th.  At  that  meeting  we 
discovered  that  there  were  several  points  on  which  we  had 
decided  opinions.  These  are  all  recorded,  and  we  may 
trust  our  representative  on  the  Committee  of  Amal- 
gamation, Dr.  Champneys,  to  uphold  our  cause  with 
vigour. 

It  is  necessary  this  evening  to  bid  a  long  farewell  to  the 
Chairmanship  of  the  Board  for  the  Examination  of  Mid- 
wives  in  the  person  of  Dr.  John  Phillips.  His  work,  on  this 
occasion  only,  has,  from  the  beginning,  been  merely  orna- 
mental, for  on  the  only  opportunity  that  arose  for  any  duties 
to  be  performed  by  that  sinecurist  the  honour  of  doing 
them  was  conferred  on  me.  The  office  has  now  been 
abolished  with  the  rest  of  our  examining  executive,  but  it 
will  be  a  pleasant  memory  to  some  of  those  who  have 
held  it  in  the  years  immediately  before  they  became  Pre- 
sident. 

To  Dr.  Handfield-Jones,  who  is  now  retiring  from  the 
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post  of  Secretary^  I  must  offer  my  sincere  thanks  for  the 
help  he  has  been  to  me  personally.  The  Society  has 
already  shown  its  appreciation  of  his  more  public  ser- 
vices. 

Dr.  Herman  moved  a  vote  of  thanks  to  the  President 
for  his  address,  which  was  seconded  by  Mrs.  Scharlieb, 
and  carried  by  acclamation. 
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MARCH  7th,  1906. 

W.  R.  Dakin,  M.D.,  President,  in  the  Chair. 

Present— 40  Fellows  and  6  visitors. 

Books  were  presented  by  the  Royal  Medical  and 
Chirurgical  Society,  Dr.  Frommel,  Dr.  Giles,  Professor 
Fehling,  and  the  Radcliffe  Librarian. 

Lewis  Augustus  Clutterbuck,  M.B.Durh.,  was  admitted 
a  Fellow. 

The  following  candidates  were  proposed  for  election : 
Thomas  Sprot  Allan,  L.R.C.P.  and  L.R.C.S.Ed. ;  George 
Ernest  Aubrey,  M.B.,  B.S.Lond. 

Sydney  Lawrence  Harke,  M.R.C.S.,  L.R.C.P.,  and 
Louise  Mcllroy,  M.D.Lond.,  were  elected  Fellows  of  the 
Society. 

The  President  then  announced  the  death  of  Professor 
Adolf  Gusserow,  an  Honorary  Fellow  of  the  Society,  and 
on  the  motion  of  Dr.  Cullingworth,  seconded  by  Dr. 
Herman,  the  recommendation  of  the  Council  that  a  letter 
of  condolence  be  sent  to  his  family  was  carried  nem.  con. 
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EEPORTS    OF    THE   PATHOLOGY   COMMITTEE. 

Beport  on  Dr,  Galabin^s  Case  of  "  Spindle-celled  Sarcoma 
of  the  Ovary  '^  {see  p.  19). 

We  have  examined  this  specimen  and  microscopic  sec- 
tions taken  from  it^  and  consider  it  to  be  a  fibroma  of  the 
ovary  as  the  growth  is  encapsuled  by  the  stretched-out 
tunica  albuginea  of  the  ovary^  has  on  section  a  fasciculated 
structure^  and  microscopically  shows  a  regular  arrangement 
of  interlacing  bundles  of  cells  of  uniform  size  and  character, 
with  well-formed  blood-vessels. 

The    report    upon   Dr.   W.   S.   A.    Griffith's    and    Dr. 
Williamson's  case   of  fibro-myoma  of   the  uterus  under- 
going sarcomatous  change  was  deferred  until  the  draw- 
ings and  specimens  are  available  for  examination. 
{Signed)  Henry  Russell  Andrews. 
John  S.  Fairbairn. 
J.  H.  Targett. 
Herbert  Williamson. 
CoRRiE  Keep. 

W.  S.  A.  Griffith  (Chairman). 
January  llth,  1906. 

Report  on  Br,  John  Phillips*  Specimen  {with  Microscopic 
Section)  of  Chorion- Epithelioma  {see  p.  45). 

We  have  examined  this  specimen  and  microscopic  sec- 
tion, and  agree  that  it  is  a  typical  chorion-epithelioma,  as 
described  by  the  exhibitor. 

Report  on  Br,  W.  S.  A,  Griffith's  and  Br.  H.  Williamson's 
Case  of  Fihro-myoma  of  the  Uterus  undergoing  Sarco- 
matous Change  {seep,  22). 

We  have  examined  this  specimen  and  microscopic  sec- 
tions, and  agree  that  it  is  a  fibro-myoma  of  the  uterus 
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undergoing    sarcomatous    change^    as    described    by   the 
exhibitors. 

{Signed)    Henry  Russell  Andrews. 

E.  Hamilton  Bell. 

G.  F.  Blacker. 

T.  W.  Eden. 

M.  Handfield-Jones. 

Herbert  Williamson. 

CoRRiE  Keep. 

W.  S.  A.  G-RiFFiTH  (Chairman). 


A    CASE    OF    UNUSUAL    MALIGNANT    DISEASE 
OF    THE   UTERUS. 

By  Mrs.  Scharlieb^  M.D. 

Miss  E.  J.  H — ,  aged  60.  Was  first  seen  in  1900,  when 
she  was  55.  Menopause  at  54,  periods  had  been  pro- 
fuse but  regular.  After  the  menopause  she  had  a  slight 
red  discharge  and  some  backache. 

On  examination  a  small  fibroid  was  recognised  on  the 
supra-vaginal  cervix. 

On  December  22nd,  1905,  she  reported  that  the  sym- 
ptoms had  reappeared  within  the  last  few  months,  and 
that  there  was  a  foul-smelling  discharge. 

January  1st,  1906. — Dilatation  and  curetting.  The 
uterus  was  enlarged  and  was  freely  movable.  The  old 
fibroid  to  the  right  of  the  supra-vaginal  cervix  had  en- 
larged, and  another  growth  was  present.  The  curettage 
was  abundant  and  offensive.  The  pathologist's  report  was  : 
"  This  tissue  in  parts  resembles  old  friable  decidua,  but  on 
more  careful  examination  it  is  clearly  malignant.  The 
carcinomatous  cells  lie  in  small  alveoli.  The  tissue  as  a 
whole  is  very  degenerate.'^ 

The  uterus  was  removed  by  abdominal  section  on 
January  8th,  1906.     It  was  about  the  size  of  a  ten  weeks' 
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pregnancy,  and  contained  a  fibroid  of  the  size  of  a  Tangerine 
orange,  which  had  opened  up  the  right  broad  ligament. 
There  was  a  second  small  supra-cervical  fibroid,  of  the  size  of 
a  large  gooseberry,  posteriorly  and  to  the  left.  There  were 
one  or  two  other  quite  small  fibroids  imbedded  in  the  uterine 
wall.  The  uterus  was  removed  in  the  usual  manner  and 
the  patient  made  a  very  good  recovery. 

The  parts  removed  consisted  of  the  entire  uterus,  both 
ovaries  and  tubes ;  the  tubes  were  healthy,  the  ovaries 
senescent.  The  condition  of  the  uterus  was  as  described 
above.  On  opening  it,  a  necrosing,  pyramidal  mass, 
greenish  at  the  tip  and  gelatinous  or  curdy-looking  higher 
up,  was  found  attached  to  the  fundus  by  a  flattened  base 
two  inches  "svide;  it  was  soft  in  consistence.  The  apex 
reached  to  the  internal  os  and  was  sloughy. 

It  was  difficult  to  obtain  a  satisfactory  microscopic 
section.  Sections  of  the  fundus  uteri  had  a  distinctly 
sarcomatous  appearance,  and  in  the  scrapings  from  the 
apex  there  were  large  cells  suggesting  decidual  cells. 

The  case  appeared  to  be  a  rare  one  of  a  malignant 
polypus,  without  much  infiltration  of  the  uterine  wall  or 
any  metastases. 

Dr.  Fairbairn  thought  one  of  the  sections  under  the  micro- 
scope showed  a  structure  very  like  that  of  a  degenerate  decidual 
tissue,  and  that  it  would  be  better  if  the  specimen  were  carefully 
examined  by  the  Pathology  Committee  before  it  was  accepted  as 
an  undoubted  case  of  sarcoma. 

The  specimen  was  referred  to  the  Pathology  Committee  (see 
p.  127). 
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TWO  CASES  OF  IMPERFECTLY  DEVELOPED  IN- 
TERNAL GENERATIVE  ORGANS,  THE  PATIENT 
IN  ONE  CASE  BEING  AN  EPILEPTIC  SUBJECT. 

(With  Plates  IV  and  V.) 
Shown  by  Cqthbert  Lockyer,  M.D.,  F.R.C.S. 

My  thanks  are  due  to  Dr.  Amand  Routh  for  his  permission 
to  show  the  first  of  these  specimens.  The  patient  was  a 
single  woman,  aged  28.  She  had  never  menstruated,  but 
every  four  weeks  since  the  age  of  nineteen  she  had  suffered 
from  frontal  headache,  which,  after  lasting  a  day  or  two, 
became  general,  and  was  accompanied  by  shooting  pains 
in  the  back  and  occipital  regions.  There  was  a  sensation 
of  blood  rushing  to  the  head  and  throbbing.  At  the 
same  time  there  was  pain  in  the  lower  abdomen  and  a 
sense  of  weight  in  the  pelvic  region.  The  patient  at 
these  times  had  fits  after  she  went  to  bed  at  night.  A 
fit  was  preceded  by  trembling  and  sweating,  consciousness 
was  lost,  the  tongue  bitten,  and  urine  voided.  On  coming 
out  of  a  fit  the  patient  would  soon  fall  asleep.  During 
these  monthly  attacks  the  breasts  became  painful,  tur- 
gescent,  and  tender;  the  external  genitals  became  tender. 
All  symptoms  lasted  for  three  or  four  days.  Usually  on 
the  first  day  of  the  headache  there  was  bleeding  from  the 
nose  ;  this  continued  from  one  to  four  days.  Except  for 
an  attack  of  rheumatic  fever  four  years  ago,  the  patient 
had  not  suffered  from  any  other  general  ailment.  Both 
parents  were  dead,  from  causes  unknown  to  the  patient. 
There  were  three  sisters,  all  married  and  all  had  children. 
One  sister,  who  had  had  fits  from  infancy,  died  in  an 
asylum.  There  were  four  brothers,  all  living  and  healthy ; 
the  patient  is  a  short,  bulky  woman  with  a  somewhat 
Simian  look  and  inane  expression.  In  intelligence  she  is 
slow.  The  breasts  are  well  formed,  there  is  pubic  and 
axillary  hair,  the  vulva  is  well  formed  and  complete.  On 
examination  under  anaesthesia  by  Dr.  Routh,    the  lower 
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portion  of  the  vagina  was  found  to  be  very  small^  just 
admitting  the  little  finger ;  above  this^  however,  the  canal 
was  capacious ;  no  uterus  could  be  felt,  but  a  transverse 
band  appeared  to  take  its  place.  The  right  ovary  was 
palpable,  the  left  was  not.  The  last  fit  before  admission 
occurred  on  December  23rd,  1905.  On  January  22nd, 
1906,  whilst  in  hospital  she  had  a  definite  epileptiform 
seizure.  The  fit  lasted  seven  minutes ;  ^^  the  clonic  and 
tonic  stages  were  well  marked.^^  Dr.  Mott,  in  consultation 
with  Dr.  Kouth,  advised  oophorectomy.  This  was  per- 
formed by  Dr.  Kouth,  assisted  by  Mr.  Colyer  and  myself, 
on  January  25th,  1905.  The  right  ovary  lay  high  up  in 
the  fossa  ovarica ;  to  it  was  attached  the  outer  extremity 
of  an  imperfectly  developed  tube,  whilst  the  ovary  itself 
was  united  by  its  ligaments  to  a  tiny  cornu  uteri;  the 
latter  was  continuous  with  a  band  or  ligament  which  ran 
transversely  across  the  pelvis  to  the  opposite  side,  where 
a  similar  state  of  affairs  existed,  excepting  that  here  the 
ovary  had  been  dragged  down  to  the  internal  abdominal 
ring.  The  round  ligaments  on  both  sides  were  enormously 
thickened,  having,  where  they  arose  from  the  uterine 
cornua,  nearly  the  same  thickness  as  these  bodies.  These 
structures  were  drawn  up,  their  pedicles  transfixed,  tied  off, 
and  divided.  The  abdominal  wall  was  closed  by  fishing- 
gut  and  cat-gut  sutures.  The  stitches  were  removed  one 
week  later ;  the  wound  healed  by  first  intention.  A  fort- 
night after  the  operation  the  patient  had  a  fit  and  her 
temperature  rose  to  100°  F.,  but  since  then  she  has  been 
brighter  and  has  felt  in  much  better  spirits  and  expresses 
herself  pleased  that  the  operation  was  performed. 

The  specimens. — The  left  ovary  is  an  elongated,  flattened 
structure  measuring  IJ  inches  in  length,  and  f  inch  in 
width  at  its  widest  part.  Its  ligament  is  very  strongly 
developed ;  it  contains  a  small  lutein  hsematoma.  To  its 
outer  pole  are  attached  some  Mullerian  relics  in  the  shape 
of  tubal  fimbriae  and  an  hydatid  of  Morgagni.  The  ovary 
is  united  to  the  cornu  uteri  by  a  broad  mesovarium,  the 
upper  edge  of  which  forms  the  stout  ovarian  ligament. 


DESCRIPTION   OF   PLATE   lY. 

Illustrating  Dr.  Cuthbert  Lockyer's  specimen  of  Append- 
ages Removed  from  an  Epileptic  Patient. 

a-a'.  Elongated  ovary, 

B.  Pervious  Fallopian  tube, 
c.  Round  ligament. 
D.  Solid  cornu  uteri. 


Plate  IV. 


Obstet.  Soc.  Trans.,  Vol.  XL\'III 


Fig.  1. 


Fig.  2. 

Illustrating   Dr.  Cuthbert  Lockyer's  specimen  of  Appendages  Removed 
from  an  Epileptic  Patient. 
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The  cornu  uteri  is  a  solid  block  of  muscle-tissue  measuring 
f  inch  in  the  vertical  and  f  inch  in  the  transverse 
diameter.  To  its  outer  and  anterior  aspect  is  given  off 
the  round  ligament^  which  is  f  inch  in  width.  The 
Miillerian  duct  is  not  represented  except  by  the  cornu 
uteri  and  the  fimbriae  attached  to  the  outer  pole  of  the 
ovary,  and  these  two  Miillerian  structures  are  separated 
by  the  space,  If  inches.  The  right  ovary  is  an  oval,  well- 
formed  body,  measuring  1  x  If  inches.  On  section  it 
contains  a  small  corpus  luteum  verum  and  several  frag- 
ments of  lutein  tissue.  Its  surface  is  puckered  and  scarred. 
To  its  outer  pole  is  attached  a  portion  of  Fallopian  tube 
measuring  |  inch  in  length,  and  having  a  pervious  lumen. 
It  terminates  in  well -developed  fimbriae,  and  to  it  is 
attached  a  stalked  hydatid  of  Morgagni.  The  cornu  uteri 
measures  J  inch  in  length  by  |  inch  in  width.  The  round 
ligament  is  again  very  much  hypertrophied,  measuring  rather 
more  than  ^  inch  in  thickness  (all  measurements  were  taken 
after  fixation  in  Kaiserling's  solution).  The  uterine  cornu 
and  ovary  are  connected  by  a  wide  mesovarium.  The 
distance  from  cornu  to  Fallopian  tube  is  1  inch.  In  this 
interval  the  Miillerian  duct  is  apparently  unrepresented. 

Histology  of  the  ovaries. — The  left  ovary :  The  tunica 
albuginea  is  much  thickened.  The  cortex  is  denser  than 
normal ;  it  contains  a  vast  number  of  primordial  follicles 
and  several  cystic  follicles  are  seen.  Many  corpora  fibrosa 
are  present ;  ovarian  tissue  extends  right  up  to  the  cornu 
uteri,  the  cut  surface  running  through  the  wall  of  a  cystic 
follicle.  There  are  no  Wolffian  remains  amongst  the 
blood-vessels  of  the  hilum,  but  a  granulosa-lined  cyst  is 
seen  among  the  large  vessels.  The  tissue  surrounding  the 
hilum  vessels  is  very  cedematous.  There  is  no  sign  of 
lutein  tissue  in  this  ovary.  The  vessels  at  the  hilum  are 
much  thickened.  The  right  ovary :  The  albuginea  is  not 
thickened.  The  cortex  is  not  denser  than  normal ;  it 
contains  many  primordial  follicles  closely  huddled  together. 
There  are  many  granulosa  -  lined  cysts,  and  one  well- 
developed  but  small  corpus  luteum  verum  of  menstruation. 
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There  is  also  a  large  amount  of  yellow  tissue  surrounding 
a  corpus  albicans.  That  both  these  ovaries  were  functional 
is  beyond  doubt. 

By  the  courtesy  of  Mr.  H.  F.  Waterhouse  I  am  able  to 
show  another  specimen  demonstrating  the  same  mal- 
development  of  the  Fallopian  tube  in  association  with  a 
uterus  bicornis.  The  specimen  was  removed  from  the 
inguinal  canal  prior  to  radical  cure  for  hernia.  It  lay 
partly  in  the  canal  and  partly  outside  the  external  abdo- 
minal ring ;  the  cornu,  which  remained,  had  the  size  of  a 
normal  uterus.  In  this  specimen  the  uterine  cornu 
measures  1  inch  in  width  by  1|-  inches  in  length ; 
it  contains  a  rhomboidal  cavity  lined  by  a  rugose 
membrane.  The  round  ligament  is  nearly  1  inch 
in  width.  The  ovary  is  3  inches  in  length  by  1  inch 
in  width.  It  is  much  flattened  out,  and  on  section 
contains  a  few  small  cysts  and  shows  a  uniformly  fibrotic 
surface.  To  its  outer  pole  is  attached  the  outer  extremity 
of  the  Fallopian  tube  ;  it  has  a  lumen  and  the  fimbria  are 
perfect.  Its  attached  end  is  curled  upon  itself  and  appears 
to  terminate  quite  bluntly.  Between  this  and  the  uterine 
cornu — a  distance  of  about  3  inches — nothing  can  be 
seen  to  represent  the  Mullerian  duct.  The  patient  from 
whom  this  specimen  was  obtained  was  a  single  woman 
aged  27.  The  hernia  had  existed  for  fifteen  years. 
It  had  gradually  increased  in  size  ;  no  truss  was  ever 
worn;  it  had  not  caused  pain  until  six  months  before 
operation,  when  the  patient  experienced  colicky  pains,  con- 
fined to  the  swelling  in  the  right  groin.  During  the  same 
period  the  swelling  had  enlarged  to  the  size  of  a  hen's  egg. 
On  admission  it  formed  a  rounded  mass  in  the  position 
of  the  external  abdominal  ring ;  it  was,  in  fact,  a 
right-sided  bubonocele.  On  opening  up  the  inguinal 
canal  the  ovary,  uterine  cornu,  and  portion  of  Fallopian 
tube  were  found  lying  in  a  "  long  unilocular  sac  with  a 
very  thin  wall.''  The  patient  was  admitted  into  Charing 
Cross  Hospital  on  July  Hth  and  discharged  on  August 
4th,  1905.       The  situation  of  the  Mullerian  defect  as  far 


DESCRIPTION   OF   PLATE   Y. 

Illustrating  Dr.  Cuthbert  Lockyer's  specimen  of  Append- 
ages removed  from  a  case  of  Right  Inguinal  Hernia 
showing  partial  Deficiency  of  the  Miillerian  Duct. 

a-a'.  Elongated  flattened  ovary. 
B,  Cornu  uteri. 
c.  Blind  end  of  pervious  tube. 

D.  Mesovarium. 

E.  Round  ligament. 


Plate  V 
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as  the  Fallopian  tubes  are  concerned  is  identical  in  the 
three  specimens  I  am  showing.  In  neither  case  is  there 
any  naked-eye  trace  of  the  tubes  between  their  fimbriated 
ends  and  the  uterine  cornua.  Thinking  that  the  tube 
might  be  represented  by  a  fibrous  cord  in  the  mesovarian, 
I  have  cut  transverse  sections  of  the  latter  in  each  case, 
but  have  not  succeeded  in  finding  any  trace  of  the  duct 
either  as  a  fibrous  or  a  canalised  structure. 

When  I  examined  Mr.  Waterhouse^s  specimen  at  the 
time  of  its  removal  (August_,  1905)  I  concluded  that  the 
outer  end  of  the  tube  had  been  strangulated  and  divided 
in  the  hernial  sac,  but  such  was  obviously  not  the  case,  as 
the  cornu  shows  no  evidence  of  a  tubal  stump ;  moreover 
in  Dr.  Routh's  case  such  a  doubt  is  entirely  out  of  court, 
as  the  appendages  were  never  herniated,  and  the  struc- 
tures on  the  right  side  lay  in  their  proper  position,  with 
the  ovary  occupying  the  fossa  ovarica.  In  a  letter  I  have 
received  from  Dr.  J.  W.  Ballantyne  on  the  subject  he 
draws  my  attention  to  a  case  of  congenital  absence  of  the 
outer  two  thirds  of  the  right  tube  in  a  case  of  tuberculosis  of 
the  genital  organs,  with  ovaries  present,  which  he  published 
with  the  late  Dr.  J.  D.  Williams  in  the  '  British  Medical 
Journal,'  January  17th  and  24th,  1891.  Dr.  Ballantyne 
goes  on  to  say :  "  Your  case  is  interesting  on  account  of 
the  situation  of  the  defect,  viz.  between  the  upper  and 
lower  parts  of  the  Miillerian  duct.  The  only  similar  con- 
dition I  can  think  of  is  the  atresia  of  the  intestine  which 
we  sometimes  find  in  new-born  infants,  separating  one 
patent  part  of  the  bowel  from  another.  The  defect  in  the 
tubes,  with  the  presence  of  the  ovaries,  is,  of  course,  ex- 
plicable by  the  diiference  in  origin  of  these  structures 
embryologically.  The  persistence  of  a  foetal  state  of  the 
ovaries  (multiplicity  of  folhcles)  to  my  mind  shows,  how- 
ever, that  their  development  also  was  hindered  in  some 
way ;  this  may  either  have  been  due  to  a  common  cause 
which  prevented  the  development  of  the  tubes  and 
hindered  that  of  the  ovaries  or  to  the  associated  defect  of 
the  tubes  reacting  upon  the  ovaries.     It  seems  to  me  that 
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the  method  of  development  of  the  tubes,  uterus,  and 
vagina  from  the  Miillerian  ducts  which  is  commonly 
accepted  in  embryological  text-books  need  not  necessarily 
be  exact ;  it  has  been  shown  that  other  structures  may 
enter  into  the  formation  of  the  lower  end  of  the  vagina 
(Wolffian  bulbs,  etc.),  and  it  may  be  that  your  cases  give 
us  a  hint  that  there  may  be  some  independence  also  of  the 
formation  of  the  outer  ends  of  the  Fallopian  tubes.  I  lay 
it  down  as  an  axiom  for  myself  that  when  the  existing 
views  of  embryology  do  not  serve  to  explain  an  anomaly 
it  is  time  to  challenge  the  correctness  of  the  embryological 
views.  Not  once  or  twice  have  teratological  specimens 
caused  a  revision  of  embryological  dicta,  and  will  do  so 
again.  I  hold  that  all  specimens  of  teratology  can  be 
explained  as  disordered  embryology,  and  where  the 
explanation  is  not  obvious  I  say  embryology  calls  for 
revision. ^^ 

Robert  Meyer,  in  his  article  ^^  Ziir  Entstehung  des 
doppelten  Uterus^'  ('Zeits.  fiir  Greburts.,^  vol.  xxxviii, 
p.  16),  describes  the  internal  genitalia  of  a  female  foetus 
at  the  eighth  month  of  life.  He  noted  that  the  round 
ligaments  were  very  thick  and  short,  measuring  from 
before  back  '3  cm.  and  '8  cm.  from  side  to  side.  After 
a  course  of  8  cm.  they  sank  into  the  parietal  peritoneum 
and  became  lost  in  the  inguinal  canal.  The  upper  part 
of  the  broad  ligament  corresponding  to  the  mesosalpinx 
was  very  abnormal.  Its  root  extended  upwards  along  the 
psoas  muscle  as  far  as  the  lower  pole  of  the  kidney,  from 
whence  the  infundibulo-pelvic  ligament  was  given  off. 
He  says :  '^  We  have  here  a  uterus  which  is  single  below  and 
bifid  above,  the  two  horns  of  which  are  lateri-flected  and 
overlie  the  pelvic  brim,  where  they  are  held  in  position, 
both  above  and  behind,  by  the  ligamenta  lata  which  have 
been  raised  completely  into  the  large  pelvis,  whilst  on 
either  side  the  horns  are  laterally  secured  by  the  enor- 
mously strong  ligamenta  rotunda.  Are  these  abnormal 
ligaments  the  cause  of  the  duplicity  ?  It  is  easy  to  accept 
that  the  horns  have  been  held  fast  from  the  beginning  by 
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tlie  ligaments,  and  that  tlieir  union  was  impossible." 
Meyer  asks  the  further  question^  "  Is  the  ligamentum 
latum  or  the  ligamentum  rotundum,  or  both_,  responsible 
for  the  non-fusion  of  the  horns  ? "  In  the  present  instance 
there  was  no  noticeable  high  insertion  of  the  broad 
ligament,  but,  as  already  mentioned,  the  size  of  the 
ligamentum  rotundum  is  out  of  all  proportion  to  that  of 
the  cornu  to  which  it  is  attached.  This  abnormality  is 
bilateral  and  seems  sufficient  to  fully  account  for  the 
wide  separation  of  the  tiny,  solid,  non-canalised  cornua, 
but  inasmuch  as  there  is  arrested  development  of  Mtiller^s 
duct  between  the  fimbriated  end  of  the  tube  and  the 
cornu  uteri,  and  again  beyond  the  cornua,  it  seems  neces- 
sary to  recognise  the  "defective  nutrition"  theory  in 
order  to  fully  account  for  this  abnormality.  Whether 
such  defective  nutrition,  with  its  consequent  Miillerian 
aplasia,  is  secondary  to  hypertrophy  and  hyperplasia  of 
the  round  ligament  I  cannot  say,  but  it  is  to  be  observed 
that  the  upper  part  of  the  duct,  which  is  least  likely  to 
have  its  position  influenced  by  the  traction  of  the  round 
ligament,  is  the  only  part  which  has  developed  satis- 
factorily. 

It  is  very  interesting  to  find  that  Meyer's  observation 
on  the  round  ligament  in  the  foetus  is  borne  out  in  the 
case  of  a  woman,  aged  28,  in  whom  there  had  been  no 
pelvic  inflammation  and,  of  course,  no  gestation  to  account 
for  the  hypertrophy  of  the  ligaments.  The  same  defect 
is  also  seen  in  the  appendages  of  Mr.  Waterhouse's  case, 
but  here  the  cornua  had  fused  in  their  lower  part,  and  the 
one  removed  had  a  cavity  lined  by  delicate  fibrinous 
material,  but  no  trace  of  mucous  membrane  could  be 
seen  microscopically.  The  round  ligament  in  this  instance 
is  nearly  one  inch  wide  ;  the  woman  had  never  been  preg- 
nant, and  gave  no  history  of  pelvic  inflammation,  therefore 
it  can  only  be  inferred  that  its  thickness  is  a  congenital 
error.  No  opportunity  was  afforded  in  this  instance  of 
observing  the  size  of  the  left  ligamentum  rotundum,  but 
inasmuch  as   I   noted  upon  bimanual  examination,  made 
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after  operation,  that  the  uterus  was  central  in  position 
and  well  developed,  it  seems  reasonable  to  conclude  that 
it  is  not  hjrpertrophied  since  no  undue  traction  has  taken 
place  on  the  left  side. 

Pfannenstiel  has  noted  an  increase  in  the  lateral  pelvic 
measurements  in  uterus  bicornis ;  unfortunately,  I  did  not 
measure  the  pelvis  in  either  of  these  two  cases,  but  it  is 
obvious  that  in  the  case  where  we  found  the  cornu  sepa- 
rated by  the  entire  width  of  the  true  pelvis  any  increase 
in  Avidth  of  the  latter,  even  if  it  existed,  would  not  explain 
such  wide  separation.  In  short,  round  ligament  hyper- 
plasia associated  with  Miillerian  duct  aplasia  will  in  each 
case  explain  the  anomaly. 

Dr.  Amand  Eouth  said  he  was,  as  a  i*ule,  strongly  opposed  to 
oophorectomy  for  pelvic  or  general  neuroses,  but  this  seemed  a 
case  where  it  might  safely  be  done,  as  the  uterus,  being  apparently 
absent,  causing  primary  amenorrhoea,  there  was  no  function 
which  the  removal  of  the  ovaries  would  interfere  with.  The 
patient  and  her  friends  were  most  anxious  to  have  the  operation 
performed,  and  it  was  strongly  advised  by  Dr.  F.  W.  Mott.  He 
hoped  the  result  would  be  beneficial. 

Mr.  Eastes  asked  what  effect  had  been  produced  by  the 
operation  upon  the  epileptic  seizures. 


A  CASE  OF  UTERUS  UNICORNIS  AND  RIGHT 
APPENDAGES  REMOVED  FROM  AN  EPILEPTIC 
SUBJECT. 

Shown  by  Dr.  Blacker. 

Dr.  Blacker  showed  the  drawing  of  a  specimen  of  a  uterus 
unicornis.  In  the  year  1901  he  had  operated  on  a  young 
woman  aged  21,  who  had  suffered  for  some  years  from 
epileptic  fits  occurring  more  or  less  regularly  at  monthy 
intervals.  She  had  never  menstruated,  and  the  fits  were 
accompanied  by  a  good  deal  of  mental  excitement  in  the 
form  of  marked  eroticism.  Medical  treatment  had  been 
attended  with  little  success.  On  examination,  the  patient 
was  a  well-developed  woman,  as  far  as  external  appear- 
ances went.     The  vagina,  however,  was  only  represented 
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by  a  depression  about  half  an  inch  in  depth,  no  doubt  the 
uro-genital  sinus,  the  remainder  of  the  vagina  being 
entirely  absent.  The  mammae  were  well  developed.  On 
rectal  examination  the  ovaries  were  thought  to  be  present  and 
the  uterus  absent.  As  the  girl  was  unable  to  do  any  work 
as  a  result  of  the  attacks,  and  as  they  occurred  with  fair 
regularity  at  monthly  intervals,  it  was  decided  after  consul- 
tation with  Dr.  Beevor  to  remove  the  uterus  and  ovaries. 

This  decision  was  based  on  the  hope  that  the  operation 
might  have  some  effect  in  diminishing  the  frequency  of 
the  attacks  and  in  controlling  to  some  extent  the  erotic 
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Uterus  unicornis  and  right  appendages. 

excitement  which  accompanied  them.  On  opening  the 
abdomen  it  was  found  that  there  was  a  uterus  unicornis 
present  with  a  very  well  developed  right  ovary  and  Fal- 
lopian tube.  The  left  broad  ligament  and  the  left  appen- 
dages were  entirely  wanting  as  far  as  could  be  made  out 
at  the  operation.  A  small  fold  of  peritoneum  passed  from 
the  supra-vaginal  portion  of  the  cervix  on  the  left  side  to 
the  side  wall  of  the  pelvis,  and  evidently  represented  the 
left  broad  ligament.  This  was  purely  rudimentary,  and 
contained  no  recognisable  structures.  The  uterus  was 
removed  by  subtotal  hysterectomy,  with  the  appendages 
of  the  right  side.  The  patient  made  a  good  recovery  from 
the  operation.      Examination   of  the   structures  removed 
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showed  that  they  consisted  of  a  well-developed  uterus 
unicornis,  with  a  normal  tube  and  large  ovary.  There  is, 
however,  no  uterine  cavity,  sections  of  the  organ  proving 
that  this  is  entirely  wanting. 

The  condition  of  the  patient  appeared  undoubtedly  to 
improve  after  the  operation.  She  had  no  fit  for  eight 
weeks,  and  after  this  they  occurred  with  less  frequency 
and  at  longer  intervals.  From  Easter,  1902,  until  just 
before  Christmas  of  the  same  year  she  had  no  fit  at  all. 
Her  friends  were  of  opinion  that  her  general  health  was 
decidedly  better,  and  she  was  able  to  do  some  work.  Un- 
fortunately, in  February,  1903,  while  sitting  outside  on  the 
ledge  cleaning  a  window,  she  fell  a  distance  of  some  sixty 
feet  and  was  killed.  No  doubt  the  fall  was  the  result  of 
an  epileptic  seizure.  The  attempt  to  treat  cases  of  epi- 
lepsy by  the  removal  of  the  ovaries  can  very  rarely  be 
justifiable.  In  this  particular  case  the  monthly  recurrence 
of  the  attacks  and  the  associated  excited  erotic  state 
made  it  possible  that  oophorectomy  might  give  some  relief, 
and  the  result  seems  to  show  that  this  belief  was  well 
founded.  It  can  happen,  however,  very  rarely  that  such 
a  trio  of  conditions  will  be  found  in  the  same  patient, 
namely  epileptic  attacks  at  more  or  less  regular  monthly 
intervals,  with  mental  disturbance,  and  absence  of  the 
vagina,  and  the  justification  for  such  an  operation  very 
seldom  therefore  will  occur. 


THREE   CASES    OF   ADENO-MYOMA   UTERI. 
(With  Plates  VI,  VII,  VIII,  IX.) 

By  CUTHBERT  LOCKYER,  M.D.,  F.R.C.S. 

The  tumour  spoken  of  by  Cullen  as  adeno-myoma  uteri 
diffusum  benignum  is,  in  my  experience,  a  rare  growth. 
In  the  examination  of  about  500  solid  tumours  of  the 
uterus  obtained  from  the  Samaritan,  Charing  Cross,  and 
Plaistow  Hospitals,  and  also  from  private  sources,  I  have 
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only  met  with  four  cases.  One  came  from  a  private 
source  and  was  sent  to  me  for  a  pathological  report  (the 
clinical  data  were  not  disclosed),  the  second  was 
removed  by  Dr.  Amand  Routh,  whilst  the  remaining  two 
were  obtained  from  women  who  came  to  my  out-patient 
clinic  at  St.  Mary^s  Hospital  for  Women  and  Children, 
Plaistow.  As  all  the  clinical  as  well  as  the  pathological 
data  of  the  last  three  cases  are  at  my  disposal  I  have 
deemed  them  worthy  of  being  placed  on  record. 

Case  1. — I  am  indebted  to  Dr.  Amand  Routh  for  his 
kindness  in  allowing  me  to  publish  this  case  and  for  pro- 
viding the  following  clinical  facts  : 

Mrs.  W.  L — ,  aged  45,  was  a  patient  of  Dr.  R.  H.  F. 
Routh,  of  Bridgwater,  Somerset.  She  was  first  seen  by 
Dr.  Amand  Routh  on  December  9th,  1896,  when  he  made 
the  following  note  :  ^'  Married  twenty-one  years,  one  child 
fourteen  and  a  half  years  ago,  no  abortions.  Catamenia 
began  at  fourteen  and  a  half  years  of  age,  it  was  regular 
at  first ;  there  was  dysmenorrhoea,  beginning  twenty-four 
hours  before  'the  flow  and  lasting  two  days.  The  pain 
during  menstruation  was  in  the  right  ovarian  region. 
Since  birth  of  the  child  the  patient  had  suffered  from 
menorrhagia,  backache,  and  right  ovarian  pain."  On 
examination  Dr.  Routh  found  the  sound-measurement  of 
the  uterus  to  be  4^  inches ;  bulging  to  the  right  there 
was  a  (?  fibroid)  tumour.  As  the  organ  was  some- 
what retroverted  the  latter  was  reduced  and  a  Hodge's 
pessary  inserted.  Cardiac  hypertrophy  and  a  mitral 
systolic  bruit  were  noted.  In  October,  1898,  the  uterus 
was  curetted  for  continuous  haemorrhage,  which  had 
lasted  for  four  months.  The  lining  membrane  of  the 
cavity  of  the  uterus  was  found  to  be  roughened  and  the 
diagnosis  of  fungous  endometritis  with  hard  fibroid 
uterus  was  made.  Subsequent  to  the  above  operation 
there  was  relief  from  the  haemorrhage  for  one  month, 
after  which  the  patient  was  as  bad  as  before. 

On    August    2nd,    1901,    as    haemorrhage    had    been 
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almost  continuous  for  nearly  four  years,  Dr.  Rutherford 
of  Taunton  and  Dr.  R.  H.  F.  Routh  of  Bridgwater 
acquiesced  in  the  idea  that  hysterectomy  should  be  per- 
formed forthwith.  Accordingly  Dr.  Amand  Routh 
removed  the  uterus  by  vaginal  hysterectomy  on  the  above 
date.  Convalescence  was  uneventful  and  the  patient  has 
been  quite  well  since  the  operation. 

The  specimen  consists  of  two  portions,  the  uterus  having 
been  divided  at  the  level  of  the  internal  os.  Taking  the 
two  pieces  together,  the  uterus  measures  5^  inches  from 
above  down  and  3  inches  from  side  to  side  at  its  widest 
part.  The  museum  preparation  represents  the  posterior 
half  of  the  uterus,  obtained  by  transverse  (side  to  side) 
section.  The  wall  is  2  inches  in  thickness,  and  is  occupied 
by  a  diffuse  honeycombed  growth  with  cavities  or  cysts 
measuring  |  inch  in  diameter.  At  the  internal  os  the 
canal  divides  and  runs  upwards  towards  the  cornua  on 
either  side  of  the  growth  as  seen  in  uterus  septus. 
The  anterior  half  of  the  uterine  body  showed  the  same 
honeycomb-like  structure  in  the  centre  with  the  two  limbs 
of  the  bifid  cavity  on  either  side,  so  that  the  growth 
obviously  occupies  the  median  septum  of  a  uterus  sub- 
septus  (see  Plate  VI).  The  cervix  presents  a  cystic  space 
of  the  size  of  a  cob-nut ;  this  bulged,  in  the  recent  state, 
towards  the  cervical  canal;  it  contained  clear,  syrupy 
fluid,  like  fresh  honey.  The  same  kind  of  glandular 
secretion  exuded  from  the  cystic  spaces  seen  in  the  body- 
growth  when  this  was  cut  across  in  the  recent  state. 
Microscopical  examination  of  the  latter  shows  that  the 
cystic  spaces  are  lined  by  degenerated  columnar  epithelium 
whilst  the  solid  parts  around  the  cysts  present  tubules 
surrounded  by  a  lymphadenoid  stroma  and  contained  in 
alveolar  spaces  amidst  the  muscle-trabeculae.  The  nuclei 
of  the  young  stroma  cells  stain  deeply  "with  logwood,  and 
show  up  prominently  as  a  circular  blue  patch  surrounded 
by  the  pink  eosin-stained  muscle  on  naked-eye  examination 
of  the  slide.  Further,  thin  sections  of  the  solid  portion 
of  the  growth  reveal  the  glandular  areas  as  dark  bodies 
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Illustrating  Dr.  Cuthbfrt  Lockyer's  specimen  (Case  i)  of  Adenomyonia 
Uteri  undergoing  Extensive  Cystic  Change  and  in  one  area  becoming 
Carcinomatous. 


Aiilard  C  Sou,  linpt , 


ADENO-MYOMA    UTERI.  87 

of  the  size  of  a  pin's  head,  and  larger  when  viewed  by 
transmitted  light,  and  these  areas  appear  as  jelly-like, 
degenerate  patches  when  viewed  by  reflected  light. 

Case  2. — This  patient  was  sent  to  Plaistow  by  Dr. 
Bluck  of  Southend;  she  was  a  single  woman,  aged  48. 
One  sister  had  died  of  "  consumption  '^  at  the  age  of  forty- 
five  years;  there  was  no  other  known  case  of  phthisis  in  the 
family.  The  patient  complained  of  an  offensive  discharge 
which  she  stated  was  passed  per  vaginam  and  per  recturn,. 
Her  periods,  which  began  at  the  age  of  eleven,  had  always 
been  irregular  and  scanty  excepting  for  the  one  previous 
to  the  time  at  which  I  first  saw  her.  On  this  occasion  the 
flow  had  lasted  for  fourteen  days;  one  diaper  was  used  daily. 
Dysmenorrhoea  was  never  complained  of  ;  she  had  never 
been  anaemic.  The  woman  had  been  perfectly  well  until 
May,  1905,  when  she  had  an  attack  of  pelvic  inflammation 
for  which  she  remained  in  bed  for  five  week.  During 
the  latter  part  of  this  illness  '^  an  abscess  broke  internally '' 
and  there  followed  a  discharge  of  pus  from  the  rectum 
and  the  vagina.  These  discharges  continued  more  or  less 
until  her  admission  into  Plaistow  Hospital,  on  October 
25th,  1905. 

Three  weeks  before  admission  the  patient  was  seized 
with  a  severe  attack  of  pain  in  the  left  loin  when  passing  a 
motion,  and  this  pain  persisted,  being  at  times  very  intense. 

Ever  since  the  illness  in  May,  1905,  constipation  had 
been  very  obstinate,  amounting  to  obstruction,  for  three 
weeks  together.  At  no  time  had  blood  been  noticed  in 
the  stools.  Defaecation  was  always  attended  with  great 
pain  in  the  left  loin.  Micturition  was  very  painful  dur- 
ing the  attack  of  pelvic  inflammation,  but  the  dysuria 
subsided  after  convalescence. 

On  examination  the  patient  appeared  fairly  well 
nourished.  The  abdomen  was  distended  and  the  whole 
of  the  large  bowel  was  filled  by  faecal  masses.  There  was 
a  hard,  fixed  mass  rising  out  of  the  pelvis  to  within  a 
finger's  breadth  of  the  umbilicus.      It  was  connected  with 
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the  uterus  and  occupied  chiefly  the  left  side  of  the  lower 
abdomen.  Bimanually  this  swelling  was  found  to  be 
continuous  with  the  cervix  uteri,  which  felt  normal. 
The  mass  extended  out  into  the  left  broad  ligament,  where 
it  was  fixed.  No  sinus  could  be  iouiid  per  v  agin  am.  Per 
rectum  a  fish-bone  about  1\  inches  long  was  found  stick- 
ing into  the  mucous  membrane,  but  again  no  sinus  was 
discovered.  On  admission  the  patient^s  temperature  was 
normal  and  I  kept  her  under  observation  from  October 
25th  to  November  2nd  in  order  to  ascertain  if  discharge 
of  any  kind  still  escaped  from  some  undiscoverable  sinus  ; 
during'  this  time,  however,  nothing  of  a  purulent  nature 
was  seen  and  the  temperature  remained  normal.  The 
bowels,  which  had  not  acted  for  twenty-one  days  prior  to 
admission,  were  cleared  out  with  the  greatest  difficulty,  and 
having  satisfied  myself  that  there  was  no  purulent  cavity 
which  could  be  drained  by  the  pouch  of  Douglas,  I  opened 
the  abdomen  on  November  2nd,  1905.  The  omentum  was 
found  adherent  to  the  pelvic  viscera  ;  the  sigmoid  flexure 
ran  over  the  top  of  a  cystic  mass  lying  in  the  left  pelvis 
and  over  the  fundus  of  the  enlarged  uterus,  which 
reached  above  the  sacral  promontory ;  it  then  entered 
the  true  pelvis  on  the  right  side  behind  the  broad 
ligament.  This  part  of  the  bowel,  which  was  enormously 
thickened,  was  dissected  off  the  pelvic  structures  and 
held  back,  whilst  I  endeavoured  to  find  some  way  into  the 
pelvis  between  the  sacrum  and  uterus.  In  the  attempt 
my  finger  opened  an  abscess  which  lay  behind  and  to 
the  left  of  the  uterus,  and  which,  as  I  afterwards  found, 
adhered  to  the  rectum  low  down. 

As  the  entire  anatomy  of  the  pelvis  was  altered  and  it 
seemed  impossible  to  secure  any  structure  by  clamp  or 
ligature,  I  divided  the  uterus  in  the  mid-line,  having  first 
stripped  off  the  bladder  anteriorly.  The  uterine  arteries 
were  secured  from  below ;  with  the  vagina  opened  the 
utero-sacral  folds  and  posterior  half  of  the  vagina  were 
easily  secured.  The  right  half  of  the  uterus  gave  no 
trouble  in  removal,  but  the  left  half  was  more  difficult  to 
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deal  with  owing  to  the  presence  of  an  abscess  continuous 
with  the  left  Fallopian  tube.  Finally  I  succeeded  in 
removing  the  uterus  and  abscess  en  masse.  On  exa- 
mining the  rectum  and  sigmoid,  what  I  took  to  be 
inflammatory  induration  appeared  to  be  a  growth  of  stony 
hardness.  The  bowel  from  the  middle  part  of  the  sigmoid 
to  the  mid-portion  of  the  rectum  was  enormously  thickened 
and  hard  ;  accordingly  this  was  removed  with  the  intention 
of  uniting  the  bowel  by  end-to-end  suture.  The  latter 
procedure  was  found  impracticable  as  the  lower  (rectal) 
end  was  so  stenosed  by  dense  white  fibrous  tissue  that 
accurate  suturing  was  out  of  the  question,  and,  moreover, 
the  stricture  would  have  caused  trouble  hereafter.  The 
lower  end  of  the  bowel  was,  therefore,  closed  and  dropped 
back  into  the  pelvis.  The  latter  was  packed  with  gauze 
led  out  through  the  vagina  and  the  anterior  peri- 
toneum of  the  bladder  sewn  to  the  peritoneum  of  the 
posterior  abdominal  wall  above  the  sacral  promontory,  thus 
shutting  off  the  entire  true  pelvis.  The  cut  end  of  the 
sigmoid  was  fixed  to  the  upper  part  of  the  central  abdo- 
minal wound  as  an  artificial  anus,  and  the  abdomen 
closed  by  three  layers  of  sutures.  The  operation  was 
difficult;  it  took  two  hours  to  complete.  The  patient  stood 
the  ordeal  well.  The  pulse  beats  were  96  per  minute  as 
she  left  the  table.  The  bowels  acted  on  the  fifth  day 
after  operation  until  when  the  temperature  kept  normal, 
but  afterwards  the  lower  edge  of  the  bowel  became 
retracted  below  the  skin-surface  of  the  wound,  and  the 
latter  became  infected  and  a  sinus  formed  between  the 
skin  and  sheatli  of  the  rectus.  For  this  a  counter- 
opening  was  made  through  the  healed  scar  at  the  extreme 
lower  angle  of  the  wound  and  a  drainage-tube  was  in- 
serted. This  caused  a  slight  rise  of  temperature  from 
time  to  time,  but  subsequently  closed,  and  for  the  last 
eighteen  days  of  convalescence  the  temperature  was 
normal.  The  rectum  was  washed  out  daily  with  boric 
acid  lotion  ;  there  was  a  vaginal  discharge  for  ten  days 
after  the   operation,  but  except  for  the   infection   of  the 
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abdominal  wound  around  tlie  artificial  anus  there  was  no 
trouble  during  convalescence.  The  patient  remained  in 
hospital  six  weeks  and  left  with  the  sinus  healed  and 
feeling  quite  well.  By  letter  received  March  5th,  1906, 
she  reports  herself  as  '^^  keeping  fairly  well.^^  The  museum 
preparation  consists  of  the  uterus  with  portions  of  the 
Fallopian  tubes  and  the  right  ovary. 

The  uterus  (see  Plate  VII)  is  a  pear-shaped  body  measur- 
ing 34  inches  from  fundus  to  external  os,  2|  inches  from 
side  to  side,  and  3  inches  from  before  back  at  its  thickest 
part.  On  section,  the  cavity  presents  as  a  narrow,  slit-like 
continuation  of  the  cervical  canal ;  it  lies  anteriorly,  being 
I  inch  from  the  front  and  2  inches  from  the  posterior 
surface  of  the  uterus.  The  posterior  uterine  wall  is  much 
thickened  and  hardened  by  a  diffuse  non-encapsulated 
growth,  the  surface  of  which  is  paler  and  more  gnarled 
than  that  of  the  unaltered  muscle.  This  growth  extends 
below  to  the  internal  os ;  above  and  behind  it  reaches  to 
the  peritoneal  coat  of  the  uterus.  Anteriorly  there  is  a 
band  of  unaltered  uterine  muscle  between  the  growth  and 
the  mucous  membrane  of  the  cavity  of  the  uterus.  The 
latter  is  smooth,  and  in  no  degree  thickened.  The  anterior 
wall  of  the  uterus  is  occupied  by  a  small  interstitial  fibro- 
myoma,  the  cut  surface  of  which  is  much  paler  in  colour 
than  the  large  growth  in  the  posterior  wall.  The  sections 
of  the  latter  are  taken  from  the  posterior  aspect  near  the 
peritoneum.  They  show  gland-tubules  lined  by  a  single 
layer  of  non-ciliated  columnar  epithelium  lying  in  spaces 
between  muscular  fasciculi.  Between  the  tubules  and 
the  muscle  there  is  a  collection  of  round  and  spindle  cells 
surrounding  the  tubules  on  all  sides.  The  cells  run  off 
and  fill  up  adjacent  lymphatic  clefts  after  the  manner  of  a 
round-celled  infiltration  in  an  inflammatory^  process.  The 
halo  of  young  connective-tissue  cells  is  a  most  constant 
accompaniment  of  the  tubules,  whether  the  latter  exists 
in  clusters  within  an  alveolus  or  whether  they  appear 
singly ;  in  fact,  this  feature  serves  in  a  doubtful  case  as  a 
distinguishing  point  in  the  differential  diagnosis  between 
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Illustrating  Dr.  Cuthbert  Lockyer's  specimen  (Case  2)  of  Localised 
Adenomyoma  Uteri  associated  with  Tuberculous  Disease  of  the 
Fallopian  Tubes. 


Adlard  &  Son,  Impr. 
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diffuse  adeiio- myoma  and  simple  glandular  inclusions 
which  are  to  be  met  with  in  every  type  of  fibro-myoma, 
whether  submucous,  interstitial,  or  even  subperitoneal. 

The  Fallopian  tube  of  the  right  side  is  thickened  by 
chronic  tuberculous  salpingitis ;  that  on  the  left  is 
similarly  infected;  it  has  formed  a  large  tubo-ovarian 
abscess  with  which  the  ovary  has  become  so  involved 
as  to  be  indistinguishable.  In  its  walls,  as  in  the  tube 
of  the  opposite  side,  there  are  numerous  giant-celled 
systems  of  tuberculous  origin.  The  left  ovary  shows  no 
sign  of  tuberculous  invasion,  nor  does  the  endometrium  of 
the  cavum  uteri,  neither  does  the  cervix.  The  portion 
of  large  bowel  removed  measures  7  inches.  Its  wall  is 
dense  and  gristle-like,  measuring  A  inch  in  thickness.  The 
microscope  shows  that  the  thickening  is  due  to  cicatricial 
tissue,  and  not  to  new  growth. 

Case  3. — The  patient  was  a  married  woman,  aged  29. 
She  was  first  seen  by  me  at  St.  Mary^s  Hospital,  Plaistow, 
on  January  3rd,  1906,  when  she  complained  of  having 
lost  blood  continually  for  the  last  nine  weeks,  also  of 
intense  pain  in  the  pelvic  region  and  a  swelling  in  the 
lower  part  of  the  abdomen.  The  history  she  gave  was  as 
follows  :  Married  three  and  a  half  years.  Xo  children, 
no  miscarriage.  Menstruation  started  at  twelve  and  a  half 
years  of  age ;  it  was  regular  every  four  weeks,  and  lasted 
for  four  days,  then  ceased  for  a  day  and  returned  again 
for  another  three  days;  before  marriage  six  to  eight 
diapers  were  used,  but  since  then  twelve  to  fourteen 
towels  were  necessary.  Dysmenorrhcea  had  always  been 
a  marked  symptom.  It  began  before  the  flow,  reached  its 
height  during  the  first  two  days,  and  gradually  subsided, 
so  that  it  ceased  before  the  period  ended.  It  was  note- 
worthy that  the  pain  had  been  worse  since  marriage. 
The  present  illness  started  nine  weeks  ago  with  "  stabbing 
pain  in  the  back  and  lower  part  of  the  stomach."  The 
pelvic  pain  radiated  over  the  right  groin  and  right  hip. 
It  always  became  worse  towards  the  end  of  the  day  and 
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necessitated  rest  in  the  recumbent  posture.  For  the  past 
nine  weeks  there  had  been  a  continual  daily  loss  of  blood, 
the  patient  having  had  to  use  three  diapers  daily,  and  on 
December  21st,  1905,  she  flooded  and  was  very  ill  in  con- 
sequence. There  was  no  famil}^  history  of  phthisis  or 
cancer.  On  examination,  I  found  the  patient  well 
nourished  ;  there  was  a  central  tumour  rising  up  out  of  the 
pelvis  midway  to  the  umbilicus,  it  was  fixed  and  tender; 
bimanually  the  mass  was  continuous  with  the  cervix  and 
a  large  growth  could  be  felt  high  up  in  the  pouch  of 
Douglas.  The  uterus  was  bleeding  freely  at  the  time  of 
examination.  I  made  the  diagnosis  of  fibro-myoma 
uteri  with  a  submucous  portion  of  the  growth  causing 
haemorrhage,  and  sent  the  patient  into  Dr.  Eouth^s 
gynascological  ward  at  Charing  Cross  Hospital  for  abdo- 
minal section.  Under  aneesthesia,  Dr.  Routh  made  an 
examination.  He  found  that  the  sound  passed  five  inches 
into  the  middle  of  the  tumour  ;  the  bulging  posteriorly  was 
thought  to  be  a  fibroid  outgrowth.  But  Dr.  Routh 
raised  the  question  of  the  existence  of  an  independent 
ovarian  tumour.  He  further  noticed  a  peculiar  sickly 
odour  in  the  sanious  discharge,  and  as  the  latter  was 
very  shreddy  the  presence  of  gestation  products  was 
entertained;  the  cavity  was,  therefore,  curetted  after 
cervical  dilatation.  Nothing  at  all  resembling  decidua  or 
placenta  could  be  found  and  laparotomy  was  now  decided 
upon. 

After  the  curettage  on  January  18th,  1905,  the  dis- 
charge remained  offensive  and  the  patient  suffered  for 
the  next  ten  days  from  pain  and  pyrexia.  The  abdomen 
became  distended  and  tender,  there  w^as  obvious  pelvic 
peritonitis,  and  the  tumour  became  less  distinctly  palpable. 
The  body  which  had  been  detected  high  up  in  the  pouch 
of  Douglas  came  lower  down  and  was  more  distinctly  felt 
per  vaginam.  It  was  now  thought  to  be  an  ovarian  cyst 
with  a  twisted  pedicle.  After  the  pyrexia  had  subsided  for 
two  days.  Dr.  Routh,  assisted  by  Mr.  Stanley  Colyer  and 
myself,  opened  the  abdomen.    The  intestines  were  adherent 
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to  the  uterus,  as  was  also  a  large  pale  soft  cyst  which  lay 
in  the  posterior  half  of  the  true  pelvis.  The  broad  liga- 
ments were  thickened  and  the  tubes  and  ovaries  matted 
together  on  either  side.  The  uterus  was  too  fixed  in  the 
pelvis  to  be  dragged  up.  The  upper  part  of  the  right 
broad  ligament  was  first  divided,  the  bladder  was  then 
stripped  down,  the  right  uterine  artery  secured,  and 
whilst  left  lateral  traction  was  made  on  the  uterus  the 
right  broad  ligament  was  clamped  and  divided.  By  the 
insertion  of  a  vulsellum  into  the  right  cornu  of  the  uterus, 
in  order  to  pull  it  over  to  the  left,  an  intra-mural  abscess 
was  opened  and  the  uterine  muscle  tore  away  like  friable 
cartilage.  The  discharge  was  peculiar:  it  was  glairy  and 
of  a  greenish-brown  colour ;  it  soiled  the  abdominal 
mattress  but  did  not  come  into  contact  with  the  peri- 
toneum ;  the  area  of  torn  tissue  was  immediately  swabbed 
with  1  in  1000  perchloride  of  mercury  solution.  The  uterus 
was  amputated  higher  up  than  usual — above  the  level  of 
the  internal  os.  The  stump  being  bulky,  its  central  core 
was  cut  away  and  the  canal  swabbed  with  mercur}^  solu- 
tion. The  cystic  swelling  was  then  easily  removed  from 
the  right  appendages.  The  left  ovary  was  sclerosed ;  it 
was  left  in  sihi.  The  wound-area  was  closed  bj^  con- 
tinuous peritoneal  sutures.  Two  pints  of  saline  were 
poured  into  the  abdominal  cavity,  and  the  same  quantity 
had  been  subcutaneously  injected  during  the  operation. 
The  abdominal  wound  was  closed  by  silkworm  sutures 
inserted  through  the  entire  thickness  of  the  walls,  but  in 
addition  the  peritoneum  and  the  sheath  of  the  rectus  were 
sewn  independently  of  each  other  by  continuous  catgut 
sutures.  The  operation  took  one  hour  and  forty  minutes  to 
complete.  The  patient  was  very  collapsed  and  required  con- 
tinuous subcutaneous  saline  injections  after  the  operation. 
Five  days  later  the  lower  part  of  the  wound  suppurated 
and  the  temperature  rose  to  104°.  Some  of  the  lower 
fishing-gut  stitches  were  removed  and  offensive  pus 
escaped.  Fomentations  were  applied.  Mr.  Leatham 
reported  that  the  pus  contained  the  Bacillus  pyocyaneics 
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and  a  spore-bearing  bacillus.  The  sinus  formed  at  the 
lower  angle  of  the  wound  was  found  to  lead  down  to  the 
right  side  of  the  true  pelvis,  which  was  the  spot  where 
the  glairy  fluid  escaped  from  the  uterus  during  the  opera- 
tion. The  patient  is  still  in  hospital  (March  2nd,  1906)  ; 
the  wound  is  cleaner,  but  the  sinus  has  not  yet  closed. 

The  specimen  (see  Plate  YIII)  consists  of  the  enlarged 
uterus  and  an  ovarian  cyst.  The  latter  is  a  dermoid  of  the 
size  of  an  emu's  egg.  The  uterus  was  amputated  very 
high  up,  the  cut  surface  running  through  the  endometrium. 
At  the  site  of  amputation  the  uterus  measures  2 J  inches 
across.  From  above  down  the  uterus  measures  8^  inches. 
The  wall  was  very  thick  and  friable,  measuring  IJ  inches 
in  thickness  near  the  right  cornu.  The  endometrium 
presents  a  smooth  surface,  but  opening  out  on  to  it  there 
are  small  stomata  resembling  in  miniature  those  seen  in 
Case  1.  These  round  holes  are  especially  numerous  at 
the  right  cornu,  where  they  can  be  traced  into  the 
"  abscess ''  which  broke  posteriorly  during  the  operation. 
The  sinuses  everj^where  surround  the  interstitial  part  of 
the  right  tube  and  appear  to  open  into  it.  Through  one 
of  these  apertures,  which  is  situated  on  the  posterior 
wall,  three  tiny  polypi  project  into  the  cavity  of  the 
uterus.  This  pit,  from  the  bottom  of  which  these  tiny 
growths  spring,  admits  a  probe  for  a  distance  of  i 
inch.  A  glairy  fluid  similar  to  that  expressed  from  the 
right  cornu  uteri  during  operation  could  be  squeezed 
from  these  sinuses  into  the  cavum  uteri  when  the  latter 
was  first  opened  up.  Unfortunately,  this  was  not 
examined  bacteriologically  or  microscopically,  but  it  had 
all  the  appearances  of  a  glandular  secretion  mixed  with 
and  stained  by  glandular  debris.  The  free  part  of  the 
right  Fallopian  tube  is  not  much  enlarged  and  its  lumen  is 
not  dilated.  The  left  tube  is  thickened,  but  its  lumen  is 
not  dilated  nor  purulent.  Sections  (see  Plate  IX)  have 
been  prepared  from  the  cystic  area  of  the  uterine  wall. 
The  cysts  show  a  degenerating  epithelial  lining,  and  some 
contain  fragments  of  epithelium  lying  free  in  the  lumen. 
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Illustrating    Dr.    Cniii'.KKT    Lo(  kvek's    specimen    (Case    31    of    Diffuse 
Adenoniyonia  Uteri  undergoing  Cystic  Degeneration. 


The  microscopical  drawing  (Plate  IX)  was  prepared  from  this  specimen. 
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Illustrating  the  Microscopical  Characters  of  Dr.  Cuthbert   Lockyer's 
specimen  (Plate  VIII). 
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The  muscle -tissue  is  invaded  by  aggregations  of  tubules 
lined  by  a  non-ciliated  single  layer  of  epithelium,  and 
surrounded  by  a  zone  of  lymphoid-lookmg  tissue  consist- 
ing of  round  and  oval  cells.  Microscopically  the  Fallopian 
tubes  show  some  fibrosis  of  their  walls  and  turgescence  of 
the  plicge  of  the  mucosa ;  there  is  no  evidence  of  tuber- 
culous disease  such  as  was  present  in  Case  2.  I  am 
again  indebted  to  Dr.  Amand  Routh  for  permission  to 
publish  the  notes  made  of  this  case  subsequent  to  send- 
ing the  patient  into  his  ward  at  Charing  Cross  Hospital. 

N.B. — I  saw  this  patient  on  June  28th.  There  was 
some  thickening  to  the  left  of  the  cervical  stump  and  consti- 
pation was  complained  of.      Her  general  health  was  good. 

Dr.  Frank  E.  Taylor  considered  that  Dr.  Lockyer's  specimens 
showed  very  typically  the  characteristic  structure — both  macro- 
scopic and  microscopic — of  adeno-myoma  of  the  uterus.  They 
suggested  three  points  of  interest.  The  first  referred  to  the 
clinical  history  and  diagnosis  of  this  condition.  Among  nearly 
four  hundred  fibroids  which  he  had  examined  he  had  found  five 
cases  of  adeno-myoma  of  the  uterus,  and  in  all  these  cases  the 
diagnosis  previous  to  operation  was  that  of  uterine  fibroid.  He 
asked  Dr.  Lockyer  what  diagnosis  was  made  prior  to  operation 
in  his  cases.  The  second  point  was  the  question  of  the  origin 
and  histogenesis  of  these  tumours.  According  to  von  Eeckling- 
hausen,  to  whom  we  owed  most  of  our  knowledge  of  this  subject, 
remnants  of  the  Wolfiian  bodies  were  the  source  of  these 
neoplasms.  Dr.  Taylor's  own  specimens,  however,  were  not  in 
accord  with  this  view,  as  their  origin  could  definitely  be  traced 
to  the  endometrium.  Cullen  and  others  also  upheld  this  view. 
If  Dr.  Lockyer's  opinion  was  correct,  that  in  one  of  his  cases  the 
adeno-myoma  had  arisen  in  the  septum  of  a  septate  uterus,  it 
must  have  developed  from  the  endometrium  of  the  septum,  as 
no  Wolfiian  remnants  could  be  present  in  this  situation.  They 
were  most  commonly  found  in  the  so-called  "  tubal  angle  "  of 
the  uterus.  In  one  of  Dr  Lockyer's  sections,  too,  the  endo- 
metrium was  present,  and  in  this  case  the  etiological  relationship 
between  the  endometrium  and  the  tumour  could  readily  be  made 
out.  Unfoi-tunately,  no  endometrium  was  present  in  the  remain- 
ing sections,  so  that  this  question  could  not  be  investigated. 
The  third  point  of  interest  was  the  relationship  of  adeno-myoma 
to  carcinoma.  A  carcinomatous  development  could  be  brought 
about  in  an  adeno-myoma  by  the  occurrence  of  an  atypical  pro- 
liferation of  its  epithelial  elements,  as  in  a  case  recorded  by 
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Cullen.  The  presence,  in  places,  of  solid  columns  of  epithelial 
cells  in  the  place  of  glandular  loculi  lined  by  a  single -layered 
columnar  epithelium  in  one  of  Dr.  Lockyer's  sections  suggested 
the  possibility  of  an  early  carcinomatous  development  in  that 
tumour.  Dr.  Taylor  proposed  that  Dr.  Lockyer's  specimens  and 
sections  should  be  submitted  to  the  Pathology  Committee  for 
further  examination,  with  special  reference  to  the  question  of 
the  seat  of  origin  of  the  adeno-myomatous  growths  and  to  the 
possibility  of  an  early  carcinomatous  development  in  one  of  them. 
The  specimen  {Case  8)  with  doubtfully  malignant  spot  was 
referred  to  the  Pathology  Committee  (seep.  128). 


CARCINOMA   OF   THE   OVARY. 

Shown  by  Dr.  Walter  Tate. 

This  specimen  was  removed  from  a  young  girl^  aged  19, 
unmarried.  The  patient  had  enjoyed  good  health  till  a 
fortnight  before,  when  she  had  an  attack  of  pain  in  the 
lower  part  of  the  abdomen,  and  had  to  keep  in  bed.  An 
examination  was  made  under  ansesthesia  and  a  solid-feeling 
tumour  was  discovered  filling  up  the  pelvis,  and  reaching 
up  nearly  to  the  umbilicus.  The  tumour  was  quite  mobile, 
and  the  uterus  was  displaced  to  the  right.  The  tumour, 
which  grew  from  the  left  ovary,  was  removed  by  ab- 
dominal section  on  March  3rd,  1906.  There  were  no 
adhesions,  but  a  few  ounces  of  ascitic  fluid  were  present. 
As  the  tumour  was  obviously  malignant,  the  opposite 
ovary,  which  contained  one  or  two  very  small  cysts  only, 
was  removed.  The  tumour  removed  measured  5x4x4 
inches.  Over  the  surface  were  seen  numerous  veins.  On 
section  of  the  tumour  it  presented  a  homogeneous  surface 
with  no  evidence  of  any  whorled  arrangement  of  fibres. 
Moreover  there  was  no  sign  of  any  capsule  of  ovarian 
tissue  such  as  is  seen  in  a  benign  growth  of  the  ovary. 
Microscopically  the  tumour  proved  to  be  a  spheroidal- 
celled  carcinoma. 

Dr.  BoxALL  asked  Dr.  Tate  -vrhether,  in  his  view,  the  sudden 
onset  of  trouble  might  have  been  caused  by  the  tumour  becoming 
impacted  in  the  pelvis. 
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By  John  D.  Malcolm,  F.R.C.S.Edin., 
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(Received  February  5th,  1906.) 
Abstract. 

Referring  to  a  view  which  the  author  has  previously  advo- 
cated,* namely,  that  inflammation  and  peritonitis  may  be  aseptic 
processes,  it  is  shown  that  Lord  Lister  distinctly  stated  that 
a  certain  amount  of  inflammation,  as  caused  by  direct  in'ita- 
tion,  is  essential  to  primary  union."  f 

Turning  to  the  lectures  of  Mr.  Dudgeon  and  Mr.  Sargent  on 
tlie  Bacteriology  of  Peritonitis,  J  it  is  pointed  out  that  these 
observers  found  the  Staphylococcus  albus  in  the  peritoneal  sac  in 
almost  every  variety  of  peritonitis,  and  invariably  in  the  intra- 
peritoneal blood-clot  associated  with  the  rupture  of  extra-uterine 
f oetation  sacs  ;  they  showed  that  this  coccus  was  frequently  in  the 
peritoneal  sac  when  there  was  no  evidence  of  its  presence  except 
that  of  the  microscope,  or  of  culture  investigations,  and  that 
it  was  an  organism  of  very  low  virulence;  they  nevertheless 
came  to  the  conclusion  that  "  the  febrile  disturbances  so  fre- 

*  'Med.  Soc.  Trans.,'  vol.  xvi ;  'Scot.  Med.  and  Surg.  Journ./ 
December,  1905. 

t  '  Phil.  Trans.,'  vol.  cxlviii,  p.  700. 

X  "  The  Erasmus  Wilson  Lectures,"  '  The  Lancet,'  1905,  vol.  i,  February 
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quentlj  found  after  effusion  of  blood  into  the  peritoneal  cavity, 
are  due  to  tlie  presence  of  this  organism."  * 

It  is  maintained  that  the  conclusion  that  the  S.  alius  was  the 
cause  of  the  well-marked  inflammation  attributed  to  it  can  be 
upheld  only  if  it  is  already  regarded  as  proved  that  a  micro- 
organism must  be  present  before  inflammation  can  develop. 
Attention  is  drawn  to  the  fact  that  Mr.  Dudgeon  and  Mr.  Sargent 
found  in  cases  of  strangulated  hernia  that  "  in  thirty  cases  out 
of  a  total  of  forty- six,  the  intestines,  which  were  in  all  stages  of 
inflammation  and  congestion,  were  found  to  be  sterile."  f 

The  effects  of  torsion  of  its  pedicle  on  an  ovarian  tumour  are 
described,  and  Mr.  Doran's  observations  %  on  the  formation  of 
adhesions  between  the  stump  of  a  ligatured  ovarian  pedicle  and 
the  adjacent  broad  ligament  are  referred  to. 

After  considering  the  various  possible  methods  of  access  to 
the  peritoneal  sac  of  the  S.  alhus,  its  action  when  present  there 
is  discussed. 

Mr.  Dudgeon's  and  Mr.  Sargent's  statement  is  quoted  to  the 
effect  that  staphylococci  show  many  grades  of  pathogenicity,  and 
that  "  even  the  white  staphylococci  show  all  grades  of  pathogenic 
virulence."  Dr.  M.  H.  G-ordon  is  also  quoted  as  stating  that 
*'  a  differentiation  far  more  elaborate  than  has  yet  been  supposed 
to  exist,  naturally  obtains  amongst  staphylococci."  § 

It  is  argued  that  a  staphylococcus  which  is  present  invariably 
in  intra-peritoneal  blood  clot,  and  may  exist  therein  without  pus 
formation  for  three  months,  is  a  different  coccus  from  that 
which  produces  suppuration,  and  the  evidence  that  this  non- 
pyogenic  coccus  has  any  harmful  effects  is  considered  uncon- 
vincing. 

CONCLTJSIONS. 

The  following  conclusions  are  arrived  at : 
1.  That  inflammation  is  a  curative  process  bringing  about 
union  by  first  intention,  producing   a  fresh   blood   supply  to 

*  '  Lancet,'  vol.  i,  1905,  p.  474. 

f  'The  Bacteriology  of  Peritonitis,'  Arch.  Constable  and  Co.,  p.  41. 
%  *St.  Bart.'s  Hosp.  Eeports,'  vol.  xiii. 

§  "Eeport  on  Some  Characters  by  which  Various  Streptococci  and 
Staphylococci  are  Differentiated  and  Identified,"  p.  93. 
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strangulated  or  ligatured  tissues  or  to  thin  flaps,  and  causing  a 
return  to  normal  conditions  bj  its  characteristic  restorative 
action  whenever  this  is  possible,  and  frequently  m  spite  of  the 
presence  of  micro-organisms. 

2.  That  tissues  in  the  peritoneal  cavity  dying  because  they 
have  become  separated  from  their  natural  connections  (strangu- 
lated tumours,  ligatured  parts,  and  blood  clot),  can  be  re- 
vived only  by  the  inflammatory  process  and  by  a  consequent 
formation  of  adhesions ;  that  there  is  no  reason  to  suppose 
that  micro-organisms  are  necessary  to  the  production  of  these 
processes,  and  therefore  that  inflammation  of  the  peritoneum 
may  arise  without  the  action  of  micro-organisms. 

3.  That,  although  practically  all  dangerous  inflammations  are 
septic,  yet  the  science  of  bacteriology,  in  so  far  as  it  is  connected 
with  wounds,  must  be  founded  on  views  that  recognise  the 
possibility,  or  rather  the  constant  occurrence,  of  inflammation 
in  connection  with  aseptic  injuries.  This  is  the  teaching  of 
Lord  Lister. 

4.  That  when  septic  complications  take  place  in  a  wound,  the 
micro-organisms  tend  to  interfere  with  the  proper  course  of  the 
inflammation  which  necessarily  accompanies  an  injury. 

5.  It  seems  to  be  certain  that  a  very  small  damage  to  tissues 
may  enable  slightly  pathogenic  or  innocuous  staphylococci  to 
effect  an  entrance  through  apparently  healthy  epithelial  surfaces, 
and  perhaps  in  other  ways.  The  condition  is  an  undesirable 
and  dangerous  one,  because  a  little  more  damage  will  enable  a 
more  powerfully  pathogenic  organism  to  invade  the  tissues, 
and  when  a  sufficient  degree  of  mischief  arises,  the  most  virulent 
organisms  may  enter  and  produce  their  various  effects  as  if 
they  were  introduced  through  an  incision. 

6.  It  is  suggested  that  surgical  fever  is  due  to  peripheral 
stimuli,  and  that  the  theory  that  fever  is  necessarily  caused  by 
some  substauce  circulating  with  the  blood  and  acting  on  a  heat 
centre  is  unsatisf actor j,  because  by  it  the  irritation  which  occurs 
in  a  wound,  and  which  occurs  all  over  the  body  in  septic  con- 
ditions, is  entirely  ignored  as  having  any  possible  influence  on 
the  temperature. 

On  October  24th,  1905,  I  read  a  paper  before  the  Roj^al 
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Medical  and  Chirurgical  Society  in  whicli  I  advocated  the 
view  that  inflammation  and  peritonitis  may  be,  and  often 
are,  aseptic  processes.  I  suggested  that,  in  its  simplest 
form,  inflammation  should  be  regarded  as  an  exaggeration 
of  the  physiological  actions  whereby  the  normal  tissues 
remove  the  products  of  decay  that  are  constantly  formed 
by  them  and  that  are  developed  in  excess  in  any  particular 
area  that  happens  to  be  damaged.  I  urged  that  one  of 
the  chief  objects  of  the  inflammatory  process  is  to  provide 
for  the  preservation  of  vitality  and  for  the  restoration  to 
health  of  damaged  parts. 

I  argued  that  suppurative  inflammation  also  consists 
of  an  exaggeration  of  normal  physiological  changes,  by 
which  there  is  induced  such  a  collection  of  leucocytes  in 
a  damaged  area  that  they,  with  the  micro-organisms 
causing  the  complication,  are  thrown  out  of  the  tissues 
on  to  a  free  surface  or  into  an  abscess  cavity  in  the  form 
of  pus. 

In  1893,  also,  at  the  Medical  Society,  I  advocated 
views  which  involved  the  possibility  of  the  occurrence 
of  an  aseptic  peritonitis,"^  and  Sir  Frederick  Treves,  a 
few  months  later  in  the  Lettsomian  .Lectures,t  addressed 
to  the  same  Society,  mentioned  my  previously  published 
views  as  being  different  from   those   advocated  by  him. 

It  has  so  happened  that  my  paper  on  this  subject, 
published  last  October,  was  followed  a  week  later  by 
Sir  Frederick  Treves'  address  at  Edinburgh,  in  which 
he  again  adopted,  and  still  more  emphatically,  a  ^-iew 
opposed  to  mine.  He  said  that  if  the  germs  of  disease 
can  be  kept  out  of  the  body  "  the  aid  of  inflammation  will 
be  uncalled  for."  He  added:  "Such  is  the  whole  teaching 
of  antisepticism,''  and  he  attributed  this  interpretation  of 
^^  the  teaching  of  antisepticism  "  J  to  Lord  Lister. 

I  had,  however,  pointed   out   on  October  24th,   and   I 

*  "  Physiology  of  Death  from  Traumatic  Fever/' *  Med.  Soc.  Trans./ 
vol.  xvi. 

t  '  Med.  Soc.  Trans./  vol.  xvii. 
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would  again  draw  attention  to  the  fact,  that  Lord  Lister 
distinctly  stated  that  ^'  a  certain  amount  of  inflammation, 
as  caused  by  direct  irritation,  is  essential  to  primary 
union  ;'^  and,  moreover,  he  defined  the  system  of  treat- 
ment which  he  introduced,  not  as  being  directed  to  the 
prevention  of  inflammation,  but  as  consisting  of  ^'  such 
management  of  a  surgical  case  as  shall  eifectually  prevent 
the  occurrence  of  putrefaction  in  the  part  concerned/' t 

This,  Lord  Lister's  teaching,  is  definitely  in  favour  of 
my  view  of  the  question.  I  believe  that  in  all  text-books 
on  physiology  it  is  taught  that  aseptic  inflammations  may 
and  do  arise.  In  text-books  on  surgery,  also,  although  in 
many  of  them  the  condition  is  to  some  extent  ignored,  the 
\'iew  that  an  aseptic  inflammation  may  exist  is  usually  set 
forth. 

I  have  never  found  any  satisfactory  evidence  to  the 
contrary,  and  it  seems  to  me  very  difiicult  to  understand 
how  a  highly-developed  organism  like  the  human  body, 
with  the  infinity  of  chemical,  vital,  and  mechanical 
changes  constantly  taking  place  in  it,  can  be  regarded 
as  incapable  of  being  stimulated  to  evidences  of  irritation 
except  by  the  action  of  living  micro-organisms. 

Although  I  believe  that  the  majority  of  the  profession 
agrees  that  an  aseptic  inflammation  may  and  constantly 
does  arise,  the  fact  that  such  a  distinguished  authority  as 
Sir  Frederick  Treves  maintains  the  contrary  might  be 
considered  a  sufficient  excuse  for  a  further  discussion  of 
this  subject.  Another  reason  for  a  return  to  this  question 
at  once  is  to  be  found  in  the  fact  that  the  record  of  an 
investigation  into  the  bacteriology  of  peritonitis  made  by 
Mr.  Leonard  S.  Dudgeon  and  Mr.  Percy  W.  J.  Sargent  J 
seems  to  be  regarded  by  these  gentlemen  as  affording 
experimental  proof  that  every  peritonitis  is  caused  by 
micro-organisms.    They  stated  that  there  are  ^'  those  who, 

*  '  Philosophical  Transactions/  vol.  cxlviii,  p.  700. 
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whilst  admitting  the  bacterial  origin  of  most  diseases,  are 
yet  willing  to  accept  the  theory  that  peritonitis  may,  in 
certain  conditions,  be  due  to  causes  other  than,  and  in- 
dependent of,  microbic  infection.  It  is  held  that  sterile 
fluids  are  capable,  when  introduced  in  sufficient  quantities 
into  the  peritoneal  cavity,  of  setting  up  a  non-bacterial 
form  of  peritonitis,  and  to  this  variety  the  term  ^  chemical 
peritonitis'  is  applied/'"^  On  the  contrary,  however,  Mr. 
Dudgeon  and  Mr.  Sargent  consider  "that  we  have  sufficient 
evidence  to  justify  the  opinion  that  chemical  peritonitis  does 
not  exist,  but  that  the  cases  to  which  the  name  has  been 
given  are  really  instances  of  an  infection  of  the  peritoneum 
with  the  Staphylococcus  alhus.'^f  I  propose  to  offer  for 
consideration  an  examination  of  the  evidence  to  this  effect. 
The  question  at  issue  is  one  of  supreme  importance,  for, 
as  Sir  Frederick  Treves  said,  at  Edinburgh,  "  the  founda- 
tion of  any  system  of  medicine  is  a  right  appreciation  of 


The  Conditions  in  which  the   Staphylococcus  Albus  was 
FOUND  in  the  Peritoneum  or  in  the  Peritoneal  Sac. 

The  Staphylococcus  albus  was  found  by  Mr.  Dudgeon 
and  Mr.  Sargent  in  "  almost  every  V8.riety  of  peritonitis. ''' 
It  was  commonly  found  "in  the  peritoneal  exudate  at  a 
distance  from  the  site  of  origin  of  the  acute  lesion,^'  and 
frequently  "  in  the  peritoneal  cavity  in  ^  the  interval 
cases'  of  appendicitis."" §  It  was  usually  the  first  micro- 
organism to  appear,  and  it  was  found  "long  after  the 
other  organisms  had  vanished.''  ||  It  was  invariably 
present  in  the  blood-clot  caused  by  rupture  of  extra- 
uterine foetation  sacs. 

Professor  W.  H.  Welch  also  found  the  Staphylococcus 

*  '  Lancet/  vol.  i,  1905,  p.  473. 

t  Loc.  cit.,  p.  474. 
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alhus  in  wounds  healing  by  first  intention,  and,  referring 
to  liis  views,  Messrs.  Dudgeon  and  Sargent  said  that  he 
"  clearly  shows  in  his  lecture  that  the  white  staphylococcus 
plays  a  very  important  part  in  the  healing  of  an  aseptic 
wound,  and  still  further,  he  refers  to  a  case  of  peritonitis 
in  which  this  coccus  was  found  to  play  an  important 
part/^^ 

Professor  Welch  in  the  address  referred  to  saidt  that  it 
had  been  known  since  the  early  days  of  antiseptic  surgery 
"  that  an  aseptic  wound  is  not  necessarily  free  from  bac- 
teria ^^;  and  again,  he  said  that  there  was  "a  gratifying 
harmony  t  between  the  views  entertained  by  bacteriologists 
concerning  the  power  of  the  living  tissues  to  overcome  a 
certain  number  of  pyogenic  bacteria/'  Professor  Welch's 
experiments  showed  bacteria  in  thirty-one  out  of  forty-five 
laparotomy  wounds  examined,  and  the  Staphylococcus 
alhus  was  found  in  nineteen  of  these.  He  stated  that 
this  staphylococcus  '^is  found  frequently  in  aseptic  wounds. 
It)  may  be  the  cause  of  disturbances,  usually  of  a  relatively 
slight  degree,  in  the  healing  of  wounds,  especially  when 
drainage-tubes  are  inserted.  It  is  the  most  common  cause 
of  stitch  abscesses  in  wounds  treated  antiseptically  or 
aseptically.''  § 

As  I  read  the  evidence.  Professor  Welch  showed  clearly 
that  the  part  played  by  the  Staphylococcus  alhus  in  the 
healing  of  a  wound  was  very  distinctly  adverse  to  the 
progress  of  primary  union.  Whenever  there  was  evidence 
that  it  acted  in  any  way,  it  produced  '^  disturbances  "  in 
the  healing  of  wounds,  and  the  only  isolated  case  of  peri- 
tonitis mentioned  in  the  address  referred  to  and  in  which 
the  Staphylococcus  alhics  was  found  was  a  fatal  case. 

In  the  lectures  of  Mr.  Duds^eon  and  Mr.  Saro-ent  it 
was  conclusively  proved   that    the    Staphylococcus    alhics 

*  '  Lancet/  vol.  i,  1905,  p.  550. 

t  '  Transactions  of  the  Congress  of  American  Physicians  and  Surgeons/ 
vol.  ii,  p.  18. 

X  Loc.  cit.,   pp.  15,  16. 
§  Loc.  cit.,  p.  12. 

VOL.    XLVIII.  -  8 


104  PERITONITIS   AND    THE    STAPHYLOCOCCUS    ALBUS. 

is  "  an  organism  of  very  low  virulence."  ■^"  It  was  frequently 
found  in  the  peritoneum  without  any  evidence  of  perito- 
nitis, and  it  never  produced  death  or  suppuration  when 
introduced,  in  pure  culture,  into  the  peritoneal  cavity  of  a 
guinea-pig.  When  injected  into  the  peritoneum  some 
twenty  hours  previous  to  an  injection  of  the  colon  bacillus, 
the  effects  of  the  latter  were  greatly  modified  and  were 
rendered  much  less  severe,  whilst  control  experiments  in 
which  the  preliminary  injection  of  the  Staphylococcus  alhus 
was  omitted  invariably  led  to  the  death  of  the  guinea-pig 
in  twenty-four  hours. t  It  was  argued  that  "  the 
Staphylococcus  alhus,  when  present  in  the  peritoneal 
cavity  in  peritonitis,  has,  therefore,  a  definite  function  to 
perform  and  is  not  '  a  mere  skin  contamination  ^  as  some 
would  have  us  believe.''^  J  The  beneficial  effect  was 
attributed  to  the  appearance  of  a  large  number  of  leuco- 
cytes in  the  peritoneal  cavity  on  account  of  the  action  of 
the  Staphylococcus  alhus  and  to  a  consequent  increased 
power  of  resistance  to  more  virulent  micro-organisms. 
But  if  we  turn  to  another  part  of  the  same  lectures  we 
read  §  that  "  many  experimenters  have  shown  that  the 
natural  resistance  of  the  peritoneum  to  infection  can  be 
artificially  increased.  Issaeff  in  1894  was  the  first  to  show 
that  various  sterile  solutions  previously  injected  into  the 
peritoneal  cavity  of  guinea-pigs  could  render  that  mem- 
brane more  or  less  refractory  to  infection  with  certain 
microscopic  organisms.  In  the  following  year  Melsome  and 
Cobbett,  working  with  cultures  of  streptococci,  showed  that 
an  immunity  could  be  produced  by  working  with  successive 
minute  inoculations.  H.  E.  Durham  obtained  similar 
results  in  rabbits  from  preliminary  injection  of  sterile  fluids. 
More  recently  Salieri,  and  Miyake,  Avorking  under 
Professor  von  Mikulicz,  have  confirmed  these  observations 
and    succeeded    in  producing   an    artificial   immunity    in 

*  '  Lancet/  vol.  i,  1905,  p.  G18. 
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animals  by  preliminary  intra-peritoneal  injections  of 
sterile  saline  solution,  nucleic  acid,  and  other  substances. 
The  protection  thus  afforded  is,  as  Durham  pointed  out, 
due  in  large  measure,  at  any  rate,  to  the  appearance  in 
the  peritoneal  exudate  of  certain  phagocytic  cells.  The 
question  arises  whether  this  artificial  protection  has  any 
counterpart  in  the  natural  events  of  peritonitis."  ^  From 
this  it  seems  quite  certain  that  the  "  definite  function  " 
attributed  to  the  Staphylococcus  alhus  in  the  ''  natural 
events  of  peritonitis  "  may  be  performed  by  sterile  fluids, 
and  it  is  not  shown  that  the  Staphylococcus  alhus  causes 
more  irritation  than  the  sterile  fluids  do. 


Inflammation  in  Sterile  Peritoneum. 

But  the  Staphylococcus  alhus  is  not  always  present  in 
inflamed  parts.  Mr.  Dudgeon  and  Mr.  Sargent  investi- 
gated sixteen  cases  of  "  appendicitis  with  definitely 
localised  abscess  "  in  which  "  the  pus  had  to  be  reached 
through  the  general  peritoneal  cavity,"  and  in  nine  of  the 
sixteen  the  peritoneum  was  sterile. t  These  last  observa- 
tions show  that  a  severe  local  inflammation  may  exist, 
implicating  a  part  of  the  bowel,  and  yet  the  peritoneal 
cavity  may  be  sterile  in  more  than  half  the  cases.  Again, 
forty-seven  instances  of  strangulated  hernia  were  observed, 
but  in  one  the  examination  was  imperfect.  Coverslip 
preparations  were  made;  the  fluids  in  the  hernial  sncs 
and  the  intestinal  surfaces  were  examined,  with  the  result 
that  '^  in  thirty  cases  out  of  a  total  of  forty-six  the  intes- 
tines, which  were  in  all  stages  of  inflammation  and  con- 
gestion, were  found  to  be  sterile."  %  Moreover,  in  those 
cases  "  when  the  strangulation  was  of  under  one  day's 
duration  8G"6   per  cent,   were  completely  sterile  "  ;  §   the 
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percentage  became  gradually  smaller  as  time  passed  until 
after  four  days  only  46  per  cent,  were  sterile.  It  is,  of 
course,  obvious  that  the  degree  of  strangulation  ought  also 
to  be  taken  into  account,  for  a  case  of  acute  and  tight 
strangulation  of  intestine  does  not  exist  after  four  days 
without  gangrene. 

The  authors  stated  that  they  were  "  unable  to  advance 
any  sound  theory  to  explain  these  facts. ^^  ^  But,  if  there 
is  no  error  of  observation,  a  proof  that  peritonitis  may 
arise  without  the  action  of  micro-organisms  could  hardly 
be  more  complete  than  that  given  by  these  facts  and 
figures.  The  difficulty  of  explaining  them  which  is  met 
Avith  when  they  are  approached  with  the  idea  that  every 
inflammation  is  caused  by  an  organism  disappears  if  we 
recognise  that  a  tissue  which  is  sufficiently  strangulated 
must  die,  and  that  unless  it  is  completely  deprived  of 
circulation  it  must  become  inflamed  by  the  efforts  of 
Nature  to  revive  it,  whether  they  are  successful  or  not. 
In  the  case  of  a  strangulated  ovarian  tumour  to  be 
immediately  described  these  efforts  are  generally  suc- 
cessful, but  they  are  bound  to  fail  when  a  loop  of  intes- 
tine becomes  tightly  strangulated,  because  the  dying  tissue 
inevitably  becomes  septic  after  a  time  by  infection  from  its 
own  contents.  If  this  septic  condition  arises,  Nature  can 
effect  a  cure  only  if  it  is  possible  to  throw  off  the  diseased 
parts  by  the  processes  of  sloughing  and  suppuration. 

To  sum  up  :  The  Staphylococctos  albus  was  shown  by 
Mr.  Dudgeon  and  Mr.  Sargent  to  be  an  organism  of  very 
low  virulence ;  it  was  present  in  the  peritoneum  when 
there  was  no  evidence  of  peritonitis,  and  well-marked 
peritonitis  existed  where  the  peritoneum  was  sterile. 
Notwithstanding  these  facts,  the  conclusion  was  arrived 
at  'Hhat  the  febrile  disturbances  so  frequently  found 
after  effusion  of  blood  into  the  peritoneal  cavity  are  due 
to  the  presence  of  this  organism,  and  not  to  any  hypo- 
thetical toxic  substance  produced  by  the  coagulation  of 
the  blood.^^  t 

*  Loc.  cit.,  p.  42.  t  Loe.  cit.,  p.  474. 
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This  belief  may  be  founded  on  tlie  fact  that  no  other 
organism  was  detected  in  the  majority  of  the  cases  investi- 
gated. But  in  order  to  come  to  a  definite  conclusion  that  the 
very  slightly  virulent  Staphylococcics  alhus  caused  the  inflam- 
mation in  the  circumstances  under  consideration,  with  a 
rise  of  temperature  to  101°  or  102°  F.,  which  frequently 
follows  the  rupture  of  an  extra-uterine  gestation  sac,  it 
was,  I  think,  necessary  also  to  maintain  that  an  inflamma- 
tion must  he  caused  hy  a  micro-organism .  This  is  the  matter 
in  dispute.  If  the  point  were  conceded,  there  w^ould  be 
no  doubt  that  the  Staphylococcus  alius  or  some  undis- 
covered micro-organism  is  the  cause  of  the  inflammation 
and  fever  which  are  produced  by  the  effusion  of  any 
considerable  quantity  of  blood  into  the  peritoneal  sac. 
But  if  it  is  not  conceded  that  inflammation  must  be  due  to 
a  micro-organism,  I  submit  for  consideration  that  these 
records  do  not  prove  that  the  Staphylococcus  alhus  was 
the  cause  of  the  evidences  of  inflammation  which  were 
observed. 

Indeed,  it  is  clearly  shown  that  peritonitis  may  be 
found  in  sterile  peritoneums.  Moreover  it  was  asserted 
that  the  Staphylococcus  alhus  arrived  in  the  peritoneal  sac 
in  all  probability  because  of  the  irritation  induced  by  the 
presence  of  a  ''  quantity  of  blood  or  other  sterile  fluid."  ^* 
The  question  therefore  arises  as  to  whether  the  irritation 
thus  brought  about  was  not  also  the  cause  of  the  peri- 
tonitis. 


The  Necessity  of  Inflammation  as  a  Revivifying  Process. 

The  phenomena  following  a  sudden  torsion  of  the 
pedicle  of  an  ovarian  tumour  are  important  in  this  con- 
nection, and  I  believe  that  in  them  we  may  find  conclusive 
evidence  of  the  existence  of  an  aseptic  peritonitis.  When 
the  torsion  is  sufficiently  tight,  so  that  the  vessels  are 
occluded,  this  accident  is  followed  by  an  acute  pain,  a 
very  marked  febrile  reaction,  and  an  immediate  exudation 
*  Loc.  cit.,  p.  618. 
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of  inflammatory  lymph,  in  which  blood  and  lymphatic 
vessels  rapidly  develop,  so  that  in  a  very  short  time  a  new 
vascular  communication  is  developed  between  the  tissue 
of  the  tumour  and  that  of  the  rest  of  the  body.  Until 
this  is  established — that  is,  during  from  two  to  three  days 
— the  evidences  of  febrile  reaction  steadily  increase,  the 
temperature  rising  to  102°  or  103°  F.  or  higher.  At  this 
time  the  tumour,  if  exposed,  has  all  the  appearance  of 
dying  tissue.  When,  however,  a  fresh  blood-supply  is 
fully  developed,  the  tumour  is  revived,  the  fever  ceases, 
and  all  the  conditions  return  to  the  status  quo  ante, 
except  that  the  growth  continues  to  receive  its  blood- 
supply  after  the  torsion  through  adhesions  and  not,  or 
to  a  small  extent  only,  through  its  proper  pedicle. 

Occasionally  a  tumour  becomes  septic  when  its  pedicle 
twists ;  but  this  is  not  the  rule,  and  I  do  not  think  it  ever 
happens  unless  there  is  some  definite  damage  to  the 
alimentary  or  to  the  genital  tract.  Usually  the  cystoma 
grows  after  the  illness  exactly  as  it  did  before  and  shows 
no  signs  of  putrefaction. 

Mr.  Dudgeon  and  Mr.  Sargent  did  not  mention  the 
results  of  twisting  of  the  pedicle  of  an  ovarian  tumour  in 
their  lectures,  but  if  on  investigating  such  cases  they 
should  find  the  Staphylococcus  alhus  in  the  peritoneal  sac, 
in  the  tumour,  or  in  any  part  of  the  peritoneum,  it  is 
certain  that  if  it  comes  between  the  tumour  and  adjacent 
surfaces  it  will  be  there  only  to  be  promptly  assimilated 
and  incorporated  with  the  tissues.  Moreover,  it  is  only 
in  the  peritoneum  covering  the  tumour  and  in  that 
adjacent  to  it  that  evidences  of  inflammation  develop. 
The  peritonitis  never  spreads  beyond  these  parts  unless  it 
becomes  obviously  septic.  The  Staphylococcics  alhus  if 
present  is  therefore  quite  harmless  beyond  the  parts 
adjacent  to  the  tumour,  and  it  does  not  in  any  way  inter- 
fere with  rapid  union  between  the  strangulated  mass  and 
the  parts  with  which  it  is  in  contact.  The  presence  of 
the  dying  tumour  would  therefore  seem  to  be  the  cause  of 
the  inflammation  which  undoubtedly  takes  place. 
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My  colleague  Mr.  Doran  has  pointed  out  "^  that  the 
stump  of  the  pedicle  of  an  ovarian  tumour  which  has 
been  ligatured  is  prevented  from  dying  by  adhesions 
which  form  between  it  and  the  adjacent  peritoneum  of  the 
broad  ligament  and  that  through  these  it  receives 
nourishment.  He  attributed  this  formation  of  adhesions 
to  an  inflammation  set  up  by  the  constriction  of  the 
ligature.  The  process  must  be  the  same  as  that  induced 
when  the  pedicle  of  an  ovarian  tumour  becomes  acutely 
twisted.  But  inflammation  in  the  tumour  or  in  the  stump 
is  not  necessary  to  induce  the  adhesions  which  develop. 
I  have  seen  a  sponge  which  had  been  left  for  twenty-four 
hours  in  the  peritoneal  cavity,  which  did  no  harm  to  the 
patient,  and  which  was  penetrated  to  a  considerable  depth 
all  round  by  granulation-tissue. 

These  phenomena  support  the  argument  which  I  urged 
last  October,  and  which  I  wish  to  insist  upon,  as  I  think  it 
very  important,  namely  that  one  of  the  functions  of 
inflammation  is  to  revive  damaged  tissues,  whether  these 
are  only  microscopic  parts  injured  by  the  passage  of  a 
knife,  or  whether  they  are  such  large  masses  as  are 
involved  in  the  stump  of  a  tumour  or  in  a  strangulated 
ovarian  cystoma.  Inflammation  is  never  in  any  sense  a 
destructive  process  or  a  process  of  impaired  action. 

Another  common  example  of  the  reviving  power  of  in- 
flammation is  well  shown  in  such  an  operation  as  that  for 
the  removal  of  the  breast.  Large  and  often  thin  flaps 
may  be  made,  and  these  have,  of  course,  a  supply  of  nutri- 
ment from  the  natural  connections  with  the  body  which 
remain  at  the  end  of  the  operation.  But  we  know  that  if 
a  considerable  area  of  a  thin  flap  fails  to  become  united 
to  the  subjacent  tissues  it  is  very  apt  to  die.  On  the  other 
hand,  if  all  goes  well,  it  is  by  the  inflammatory  process 
that  fresh  leucocytes  and  lymph  are  thrown  out  and  that 
new  connections  are  rapidly  made  between  the  apposed 
surfaces,  just  as  happens  in  the  case  of  the  strangulated 
ovarian  tumour. 

*  *  St.  Bartholomew's  Hospital  Reports/  vol.  xiii. 
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In  this  case,  unless  the  bacteriologists  are  much  at  fault, 
it  is  certain  that  numerous  staphylococci  exist  in  the  skin 
of  the  flaps,  for  it  seems  to  be  almost  impossible  to  get  the 
Staphylococcus  alhus  altogether  removed  from  the  deeper 
layers.  Hence  in  the  rapid  adhesion  of  a  flap  which 
usually  takes  place  we  have  another  example  of  the 
superiority  of  the  healing,  reviving  power  of  inflammation 
over  the  destructive  power  of  the  Staphylococcus  alhus. 

In  all  plastic  surgery  also  it  is  necessary  to  avoid 
damage  to  flaps,  to  adjust  them  carefully,  to  prevent  the 
formation  of  pockets,  and  to  maintain  the  warmth  and  the 
close  apposition  of  raw  surfaces  without  undue  pressure, 
in  fact  to  favour  the  reviving  poAver  of  inflammation  in 
every  way  so  that  the  parts  may  unite  at  once. 

The  healing  power  of  inflammation  is  still  more  definitely 
shown  in  those  somewhat  rare  instances  in  which  a  piece 
of  tissue  when  completely  separated  from  the  body  has 
been  replaced  and  has  survived.  In  this  case  the  pre- 
servation of  the  vitality  of  the  severed  part  can  only  be 
brought  about  by  an  exudation  of  plastic  lymph  and  by  a 
rapid  formation  of  channels  conveying  nourishment  suffi- 
cient in  the  first  place  to  maintain  the  vitality  of  the  dis- 
connected tissues  and  later  to  bring  them  completely  back 
into  firm  union  with  the  rest  of  the  body.  I  have  recently 
seen  a  case  in  which  this  happened,  and  of  course  the 
same  changes  constantly  take  place  in  the  process  of  skin- 
grafting.  Indeed,  it  is  by  an  inflammatory  process  that 
all  union  takes  place. 

To  return  to  a  consideration  of  an  ovarian  tumour 
strangulated  by  twisting  of  its  pedicle,  it  is  ob\4ous  that  if 
the  growth  is  not  rapidly  re-incorporated  as  a  part  of  the 
body,  if  a  process  exactly  comparable  to  that  of  primary 
union  does  not  occur,  the  tumour  will  quickly  die,  and  the 
presence  of  a  large  mass  of  dead  tissue  in  the  peritoneal 
space  would  be  sufficiently  damaging  to  account  for  the 
passage  of  pathogenic  organisms  from  the  intestine. 

Inflammatory  changes  are  therefore  essential  to  prevent 
the  death  of  the  strangulated  part  if  acute  torsion  occurs. 
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and  it  seems  to  me  tbat  there  is  no  reason  to  suppose  that 
an  organism  like  the  Stajohylococcus  alhus,  even  if  it  is 
always  present  (which  has  not  been  shown),  can  have  any 
effect  in  assisting  to  bring  about  repair,  or  that  its  presence 
can  tend  to  act  in  any  direction  except  in  that  of  prevent- 
ing the  rapid  and  healthy  union  of  the  parts. 

The  Staphylococcus  alhus  cannot  be  an  essential  to 
healing,  for  it  is  not  found  in  all  wounds.  It  would  not 
occur  to  me  even  to  suggest  the  possibility  that  a  micro- 
organism might  be  necessary  to  bring  about  primary 
union  in  a  wound  were  it  not  that  I  think  we  must 
arrive  at  the  conclusion  that  this  is  the  case  if  all  inflam- 
mations are  to  be  attributed  to  the  actions  of  micro- 
organisms; for  the  facts  which  I  have  put  forward  in 
connection  with  the  phenomena  following  the  twisting  of 
the  pedicle  of  an  ovarian  tumour  show  that  it  is  impos- 
sible to  separate  the  processes  of  primary  union  from  those 
of  inflammation,  a  view  which,  as  I  have  shown,  was 
taught  by  Lord  Lister  many  years  ago. 

Again,  we  know  that  clots  very  readily  form  when  blood 
is  effused  into  the  peritoneal  cavity.  We  often  see  them 
in  the  pelvis  :  if  there  has  been  much  hasmorrhage  during 
an  operation,  and  if  a  clot  has  lain  some  little  time  in  the 
peritoneal  sac,  it  may  be  slightly  or  even  somewhat  firmly 
adherent  before  the  operation  is  finished.  The  serous 
parts  of  effused  blood  are  easily  absorbed  by  the  peri- 
toneum, but  a  clot  is  a  solid  foreign  body  and  it  can  only  be 
removed  by  the  tissues  after  being  brought  into  close  con- 
tact with  the  peritoneum  by  the  formation  of  adhesions. 
Hence  these  adhesions  rapidly  form  exactly  as  they  do  in 
the  case  of  a  strangulated  tumour  or  a  sponge  in  the 
peritoneal  sac. 

The  adhesions  are  inflammatory  in  this  case  also,  and 
being  essential  for  the  cure  of  the  condition,  it  would 
appear  that  any  action  which  the  Staj^hylococciis  alius,  if 
present,  may  have  cannot  be  necessary  for  the  formation 
of  the  adhesions  or  for  the  safety  of  the  patient,  but 
must  in   this  case  also    tend  to  be  harmful  by  inducing 
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pus-formation.  Owing  to  its  low  pathogenic  qualities,  how- 
ever^ it  generally  fails  to  induce  any  mischievous  action. 
Union  between  the  peritoneum  and  clot  takes  place  in 
spite  of  its  presence.  Probably  the  most  common  instance 
of  an  aseptic  peritonitis  is  to  be  found  in  the  union  of  the 
peritoneal  edges  of  an  abdominal  incision,  which,  according 
to  Lord  Lister's  teaching  must  be  associated  with  a  certain 
amount  of  inflammation.  Those  undesired  adhesions 
which  may  so  frequently  be  observed  after  simple  abdo- 
minal operations  are  also  common  instances  of  the  effects 
of  aseptic  inflammation. 


Speculations  as  to  the  Mode  of  Access  of  the  Staphylo- 
coccus ALBUS  TO  THE  PePJTONEAL  SaC. 

Although,  for  the  reasons  given,  I  cannot  agree  with 
the  inferences,  as  regards  the  cause  of  inflammation 
round  a  blood-clot,  drawn  from  their  observations  by  Mr. 
Dudgeon  and  Mr.  Sargent,  their  investigations  seem  to 
me  of  very  great  importance.  The  source  of  the  Staphy^ 
lococcus  alhus  in  the  clot  in  cases  of  intra-peritoneal 
haemorrhage,  and  at  a  distance  from  an  acute  inflamma- 
tory focus,  is  an  especially  interesting  subject  for 
speculation.  The  authors  of  these  lectures  stated  that 
"  how  or  why  this  staphylococcus  appears  upon  the  scene 
we  do  not  know  and  we  are  unable  even  to  hazard  a 
guess.''^"^  Nevertheless  on  the  same  page  they  asserted 
that  "  a  quantity  of  blood  or  other  sterile  fluid,  too  large 
to  be  safely  disposed  of  hj  absorption  or  encapsulature, 
will  sooner  or  later  be  the  cause  of  peritonitis,  the 
organism  arising  we  do  not  know  exactly  how,  but  in  all 
probability  from  the  intestine  thus  irritated  by  its 
presence.^'  t 

There  are,  I  think,  four,  and  only  four,  ways  in  which 
the  staphylococci  may  reach  the  peritoneum. 

*  '  Lancet,"  vol  i,  1905,  p.  618. 
t  Loc.  cit.,  p.  618. 
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Firstly,  they  may  be  circulating  in  the  blood-  or  in  the 
lymph-vessels. 

Secondly,  they  may  enter  through  the  Fallopian  tubes 
in  the  female. 

Thirdly,  they  may  gain  access  from  outside  when  the 
parts  are  exposed  either  by  injury  or  surgically. 

Fourthly,  they  may  pass  from  the  intestinal,  urinary, 
or  genital  tracts  across  their  various  walls  or  from  a 
neighbouring  focus  of  infection. 

Firstly,  it  has  been  shown  that  the  Staphylococcus  alhus 
is  constantly  found  in  the  deeper  layers  of  the  epidermis, 
so  constantly  that  Professor  Welch  called  it  the  Staphy- 
lococcus  epidermidis  alhus.  It  is  not  impossible  that  the 
cocci  in  the  deeper  layers  of  the  epidermis,  where  they 
must  be  in  very  close  relationship  with  the  tissues,  may 
very  easily  gain  access  to  the  blood-  or  to  the  lymph-stream 
and  so  might  reach  the  peritoneum.  The  blood  is,  how- 
ever, generally  regarded  as  sterile  and  in  three  of  Messrs. 
Dudgeon  and  Sargent's  cases  of  intra-peritoneal  haemor- 
rhage it  was  examined  and  found  to  be  sterile.  Hence 
the  entrance  into  the  peritoneal  sac  of  micrococci  from 
the  blood-stream  does  not  seem  at  all  a  likely  explanation 
of  the  phenomenon  observed.  But  it  is  probable  that  as 
this  Staphylococcus  alhus  is  so  constantly  found  in  the 
skin,  it,  or  some  similar  coccus,  may  exist  also  in  the 
deeper  layers  of  the  epithelium  of  mucous  membranes. 
Moreover  we  know  that  some  micro-organisms  when 
admitted  to  the  tissues  have  a  strong  tendency  to  pass 
along  the  lymphatics.  Hence  if  staphylococci,  as  seems 
not  unlikely,  are  situated  in  the  deeper  layers  of  the 
intestinal  mucous  membrane,  it  is  obvious  that  they  may 
very  easily  pass  to  the  peritoneum  by  means  of  the  lym- 
phatics, when  the  intestinal  wall  is  irritated  or  damaged 
in  any  way,  and  thus  they  might  reach  an  intra-peritoneal 
clot  without  entering  the  blood-stream. 

Secondly  the  large  number  of  cases  in  which  the  blood 
effused  was  connected  with  a  rupture  of  an  extra-uterine 
foetation    sac  would  lend    some  colour  to  the  suo-o-estion 
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that  the  staphylococcus  may  pass  into  the  peritoneal  space 
through  the  Fallopian  tubes.  It  must  be  taken  into 
account  that  an  injury  which  ruptures  a  liver  or  spleen 
may  at  the  same  time  so  damage  the  bowel  that  organisms 
may  pass  through  its  wall,  and  therefore  the  access  of 
germs  through  damaged  intestine,  which  is  certainly 
possible,  can  rarely  be  excluded  in  traumatic  cases. 

Thirdly,  I  have  mentioned  the  possibility  of  an  error  of 
observation  to  complete  the  possible  means  of  access. 
Such  a  mode  of  entrance  of  cocci  must  always  be  taken 
into  account.  Professor  Welch  said  that  ^'  only  in  the 
minority  of  cases  were  the  aseptic  wounds  which  we 
examined  free  from  bacteria/'  ^  and  Dr.  Robb  showed 
clearly  that,  although  the  greatest  care  was  taken  in 
dressing  drained  wounds,  they  were  liable  to  become 
infected  during  the  necessary  manipulations,  t 

Professor  Welch  wrote  that  "  the  possibility  of  infection 
from  the  air,  insignificant  as  it  may  be  in  comparison  with 
contact  infection,  cannot  be  ignored  quite  as  much  as 
some  seem  inclined  to  do,^^  {  and  Dr.  M.  H.  Gordon  has 
stated  that  in  saliva  from  healthy  persons  "  staphylococci 
were  proved  to  be  present  to  the  extent  of  over  a  million 
per  c.c."  §  and  again  he  said  that  staphylococci  '^  have  a 
wide  distribution  in  nature  and  are  es^Decially  abundant  in 
air."  II 

It  would  therefore  be  interesting  to  have  confirmation 
of  the  evidence  that  the  Staphylococcus  alhus  is  always 
present  in  intra-peritoneal  blood-clots;  and,  if  possible, 
further  experiments  should  be  undertaken  in  some  institu- 
tion situated  in  a  purer  atmosphere  than  that  which  must 
exist  in  and  around  St.  Thomas's  or  indeed  any  of  our 
London  hospitals. 

*  hoc.  cit.,  p.  26. 

t  *  Bulletin  of  the  Johns  Hopkins  Hospital/'  July,  1901. 
X  '  Trans.  Congress  Amer.  Phys.  and  Surg./  vol.  ii,  p.  16. 
§  'Eeport  on  Some  Characters  by  -svhich  Various  Streptococci  and 
Staphylococci  may  be  Differentiated  and  Identified/  p.  5. 
II  Loc.  cit.,  p.  6. 
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Fourthly,  the  direction  of  ingress  which  Mr.  Dudgeon 
and  Mr.  Sargent  regard  as  ^'  in  all  probability "  being 
taken,  namely  from  the  bowel,  seems  to  be  the  most  likely. 
It  has  long  been  known  that  the  presence  of  damaged 
intestine  within  the  body  is  a  source  of  danger  in 
abdominal  surgery  because  it  may  permit  septic  infection 
to  reach  the  peritoneum,  even  although  the  intestinal  tract 
is  not  opened. 

I  believe,  however,  that  the  healthy  bowel  affords  as 
complete  a  protection  to  the  peritoneum  against  the 
intestinal  contents  as  the  abdominal  wall  does  against  con- 
tamination from  any  kind  of  matter  in  the  external  air  or 
in  contact  with  the  skin.  Professor  Welch  has  also  said 
that  "  auto-infection  may  take  place  by  the  entrance  into 
the  circulation  and  tissues  of  pyogenic  bacteria  from  the 
alimentary  and  the  genital  canals,  but  there  is  no  evidence 
that  this  can  occur  when  these  parts  are  in  a  healthy 
condition.^^  ^ 

In  cases  of  ruptured  extra-uterine  foetation,  unless  the 
bowel,  as  sometimes  happens,  has  been  adherent  and 
severely  pressed  or  dragged  upon  by  the  enlarging 
Fallopian  tube  before  the  rupture  occurs,  the  damage  to 
the  intestine  must  be  insignificant,  but  Messrs.  Dudgeon 
and  Sargent  appear  to  have  proved  to  demonstration 
that  the  Staphylococcus  alhus  may  pass,  somehow,  to  the 
peritoneal  cavity  when  all  the  more  seriously  pathogenic 
organisms  are  excluded.  A  priori^  we  might,  perhaps, 
expect  that  when  the  tissues  are  damaged  the  first  micro- 
organism to  invade  the  body  would  be  one  of  the  most 
powerfully  pathogenic.  But  apparently  it  is  not  so,  and 
it  seems  to  me  that  the  facts  brought  out  fit  in  with  and 
help  to  explain  many  points.  They  do  not  appear  to  me 
contrary  to  what  might  be  expected  :  it  has  long  been 
known  that  suppuration  is  a  protective  development  of 
inflammation,  and  it  would  seem  that  micro-organisms 
which  do  not  cause  suppuration  may  penetrate  farther 
than  those  which  are  powerfully  pyogenic. 

*  Loc.  cit.,  p.  26. 
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The    Pathogenicity  of    the    Staphylococcus    albus   con- 
stantly   FOUND    IN    INTRA-PEEITONEAL    BlOOD-ClOT. 

These  considerations  as  to  the  method  of  access  of  the 
staphylococcus  to  the  peritoneum  are,  to  a  great  extent, 
speculative  ;  but  when,  excluding  all  problems  of  how  it 
gets  there,  we  consider  the  nature  of  the  white  coccus  con- 
stantly found  in  the  blood-clot  resulting  from  rupture  of 
an  extra-uterine  f  oetation,  I  think  we  may  draw  some  definite 
conclusions. 

It  seems  to  me  that  there  is  no  evidence  that  the 
particular  staphylococcus  which  is  always  found  ever  leads 
to  symptoms  or  effects  of  any  kind.  If  we  regard  the 
facts  stated  as  free  from  errors  of  observation,  this  coccus 
can  pass  through  tissues  or  along  lymphatics  that  are 
very  nearly  or  perhaps  quite  healthy,  or  it  can  pass  along 
the  epithelial  surface  of  the  Fallopian  tube,  which  in  the 
cases  under  consideration  is  usually  free  from  infective 
processes. 

Excluding  traumatic  cases,  the  coccus  was  found  in  all 
the  cases  of  intra-peritoneal  blood-clot  caused  by  rupture 
of  extra-uterine  foetation  sacs  that  were  examined, 
suppuration  not  being  mentioned  in  connection  with  any 
of  them  before  the  operation  was  performed,  and  the 
time  of  operation  varied  from  twenty-four  hours  to  three 
months  after  the  rupture. 

In  certain  circumstances  suppuration  may  occur,  early 
or  late,  in  the  history  of  such  cases,  and  this  was  attri- 
buted by  Mr.  Dudgeon  and  Mr.  Sargent  to  the  action  of 
the  Stajohylococcits  alhus,  as  was  the  formation  of  stitch- 
hole  abscesses  and  also  the  development  of  fatal  peri- 
toneal inflammations. 

So  far  as  I  can  gather,  however,  bacteriologists  are  not 
at  present  able  to  speak  positively  as  to  whether  a 
staphylococcus  is  virulent  or  not  until  after  they  have 
made  experiments  on  animals.  Moreover,  it  was  stated 
by    Mr.  Dudgeon   and  Mr.  Sargent  that  "  the  Sta/phylo- 
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COCCUS  -pijogenes  aureus  appears  to  be  an  organism  of  much 
virulence  in  peritonitis  and  is  thus  in  direct  contrast  to  the 
white  staphylococcus.  There  is,  however,  a  still  further 
point  to  remember,  that  all  cultures  of  the  Staj^hylococcus 
pyogenes  aureus  do  not  react  in  the  same  manner,  as  some 
are  very  mach  more  virulent  than  others.  It  will  also  be 
found  that  a  typical  culture  of  the  Staphylococcus 
pyogenes  aureus  may  lose  all  its  chromogenic  properties 
when  it  is  subcultured  for  the  first  time  and  Dr.  W. 
Dowson  has  observed  the  opposite  effect.  We  have  found 
that  the  chromogenic  properties  of  this  organism  and  the 
degree  of  pathogenicity  increase  in  about  the  same  ratio. 
There  is  one  fact  which  appears  to  be  quite  certain,  that 
there  are  many  intermediate  varieties  of  staphylococci 
between  the  white  and  the  golden  coccus."  And  again,  they 
said  on  the  same  page  that  "  even  the  white  staphylococci 
show  all  grades  of  pathogenic  virulence."  ^ 

Dr.  M.  H.  Gordon  has  also  stated  that  ^'  comparison 
between  various  staphylococci  in  regard  to  nine  selected 
actions  has  revealed  differences,  not  merely  of  degree,  but 
of  kind,  and  has  shown  that  a  differentiation  far  more 
elaborate  than  has  yet  been  supposed  to  exist  naturally 
obtains  among  staphylococci."  t 

If,  then,  we  consider  that  apparently  it  is  not  at  present 
possible  to  differentiate  the  various  staphylococci,  as 
regards  their  pathogenicity,  by  any  tests  except  those  of 
physiological  experiment,  and  that  their  characters  out- 
side the  body  only  vary  as  they  induce  more  or  less 
colour,  or  show  slight  differences  in  their  effects  on  some 
reagents,  it  seems  to  me  that  if  a  staphylococcus  can  pass 
across  nearly  healthy  tissues,  or  can  pass  along  a  Fallo- 
pian tube,  and  may  remain  in  a  blood-clot  for  three 
months  without  causing  symptoms  or  suppuration,  these 
characters  are  sufficient  to  stamp  it  as  at  least  of  a 
different  strain  from  the  coccus  which  causes  suppuration. 
The  distinction  is  as  marked  as  if  the  cocci  showed 
altogether  different  reactions  to  various  culture  media,  and 

*  Loc.  cit.,  p.  5*9.  t  Loc.  cit.,  p.  43. 
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these  distinctive  characters  seem  to  go  far  to  support  the 
view  of  Otto  that  some  staphylococci  are  not  pathogenic 
to  man. 

It  is  indisputable  that  an  irritation  does  occur  in  those 
parts  of  the  peritoneum  covering  the  bowel  which  become 
adherent  to  blood-clot.  But  I  have  shown  that  in  these 
cases  of  haemorrhage  and  in  cases  of  torsion  of  the 
pedicles  of  ovarian  tumours  there  is  an  absolute  necessity 
for  the  formation  of  inflammatory  adhesions  to  revive  the 
separated  blood  and  strangulated  tissue,  and  the  febrile 
reaction  is  often  high,  whereas  it  has  not  been  shown  that 
the  Staphylococcus  alhus  which  was  found  so  constantly 
in  the  blood-clots  under  consideration  has  any  but  the 
most  feeble  irritating  qualities.  Moreover  this  coccus  has 
been  constantly  found  where  there  was  no  sign  of  inflamma- 
tion. It,  therefore,  seems  certain  that  it  is  the  presence 
of  the  blood-clot  that  determines  the  inflammatory  action, 
and  the  evidence  that  the  coccus  described  is  not  pyogenic 
and  not  of  any  importance  from  a  pathogenic  point  of  view 
appears  to  be  overwhelming.  This  staphylococcus  could 
only  be  regarded  as  the  cause  of  the  inflammation  which 
certainly  occurs  in  these  cases  if  definite  evidences  could  be 
produced  that  no  other  explanation  was  possible.  It 
seems  to  me  that  there  could  be  no  suggestion  of  the 
explanation  that  the  white  staphylococcus  causes  the 
inflammation  in  the  conditions  under  consideration  were 
it  not  that  a  theory  has  got  abroad  that  all  inflammation 
must  have  its  origin  in  micro-organisms.  Professor 
Adami  attributed  this  view  especially  to  surgeons.  He 
said  that  ^'  surgeons  strive  to  restrict  the  idea  of  inflamma- 
tion to  acute  pyogenic  disturbance.^^  "^  The  view  that 
micro-organisms  are  necessary  to  the  development  of 
inflammation  seems  to  be  somewhat  widespread,  and  I  think 
that  many  who  hold  it  are  of  opinion — as  Sir  Frederick 
Treves  appears  to  be — that  they  are  following  Lord 
Lister  in  this  matter. 

I  do  know  where  the  view  originated.  I  cannot  find 
*  AUbutt's  *  System  of  Medicine/  vol.  i,  p.  120. 
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any  support  for  it  in  Lord  Lister's  writings  and  I  do  not 
know  that  any  specialist  in  physiology  teaches  it.  If  I  may 
hazard  a  theory  in  explanation,  it  would  appear  to  have 
gradually  arisen  from  the  necessity  that  the  surgeon,  in 
teaching  students,  should  constantly  reiterate  the  import- 
ance of  micro-organisms  as  causes  of  mischief.  At  the 
same  time,  the  apparent  unimportance  of  aseptic  inflamma- 
tion has  contributed  to  its  falling  into  the  background, 
until  this  process  has  been  altogether  lost  sight  of  in  some 
quarters.  As  a  matter  of  fact,  however,  the  whole 
endeavours  of  the  surgeon  are  directed  to  preventing 
interference  with  the  inflammatory  process  by  which 
wounds  unite  and  tissues  are  revived.  As  Lord  Lister 
said,  "  inflammation  is  essential  to  healing."  I  wish  to 
bring  the  view  that  an  aseptic  inflammation  may  occur 
very  prominently  forward  in  connection  with  peritonitis, 
for  it  seems  to  me  that  much  misunderstanding  of  the 
meaning  of  symptoms  and  as  regards  the  interpretation 
of  abdominal  conditions  generally  has  arisen  from  a  mis- 
conception of  this  fundamental  point. 

The  facts  which  I  have  drawn  attention  to  in  this 
paper  seem  to  indicate  that,  just  as  I  have  argued  that 
inflammatory  changes  merge  into  healthy  physiological 
reactions,  so  there  are  micro-organisms  which,  when  in 
contact  with  the  tissues,  do  not  cause  any  irritation  in  them. 
We  know,  however,  that  when  the  vitality  of  the  bowel 
is  sufficiently  lowered  dangerous  mischief  always  arises 
and  harmful  pathogenic  organisms  pass  through  its  walls. 

It  seems  to  be  a  deduction  which  may  be  confidently 
drawn  from  these  facts,  that  between  the  condition  in 
which  virulently  pathogenic  germs  pass  through  the 
bowel  wall  and  that  in  which  a  white  coccus  alone  gains 
access  to  the  peritoneum,  and  does  not  give  rise  to 
suppuration  or  other  evidence  of  its  presence,  there  must 
be  many  grades  of  lowered  vitality  in  the  tissues  and  of 
progressive  pathogenicity  in  the  micro-organisms  passing 
through  them.  Hence,  when  a  blood-clot  suppurates 
after  remaining  quiescent  for  a  considerable  time,  I  think 
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we  are  justified  in  coming  to  the  conclusion  tliat  a  strain 
of  white  staphylococcus  J  or  some  other  micro-organism, 
more  virulent  than  that  which  appears  to  be  always 
present,  has  gained  access  to  the  peritoneum. 

The  fact  that  a  living  micro-organism  which  shows  no 
evidence  at  all  of  irritating  power  is  the  first  to  pass  into 
damaared  tissues  seems  to  be  a  matter  of  the  most 
far-reaching  importance,  not  only  in  connection  with  peri- 
toneal surgery,  but  also  as  regards  all  surgery  and  all 
infectious  diseases. 

In  this  connection  it  is  interesting  to  ascertain  to  what 
extent  the  bowel  was  damaged  in  these  simpler  cases. 
The  description  given  by  Mr.  Dudgeon  and  Mr.  Sargent 
is  not  altogether  in  harmony  with  my  observations  of 
similar  conditions. 

They  said  that  ^'  when  the  intestines  are  bathed  in  blood, 
even  after  a  very  short  time  the  peritoneum  appears 
reddened,  and  in  the  most  infected  portions  the  intestines 
are  more  or  less  distended.  In  the  cases  where  the  haemor- 
rhage has  been  arrested  or  is  only  proceeding  slowly 
these  changes  are  limited  to  the  intestines  immediately  in 
contact  with  the  extravasated  blood.  That  peritonitis  is 
present  here  is  evidenced  by  the  very  fact  of  the  walling  off 
of  thehsematocele  by  intestinal  agglutination.  In  every  case 
of  hsematocele,  even  the  oldest,  there  was  an  appreciable 
quantity  of  clear  or  slightly  blood-stained  exudate  in  the 
peritoneal  cavity  immediately  overlying  the  haematocele.^^  "^ 

The  reddening  of  the  peritoneum  and  intestinal  disten- 
sion described  seem  to  have  been  more  marked,  more 
widely  distributed,  and  more  invariably  present  than  in 
the  cases  I  have  seen,  and  "  an  appreciable  quantity  of 
clear  or  slightly  blood-stained  exudate  in  the  peritoneal 
cavity"  as  a  constant  factor  in  such  cases  is  a  condition 
altogether  outside  my  knowledge.  It  is  so  contrary  to 
the  results  of  my  own  observations  that  I  am  inclined  to 
believe  that  a  long  run  of  peculiar  conditions  may  have 
come  under  observation  and  that  it  is,  therefore,  possible 
Loc.  cit.,  p.  474. 
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that  the  results  of  further  examinations  would  not  so 
invariably  show  white  staphylococci  in  the  blood-clot  if 
another  series  of  cases  of  this  kind  was  examined. 

I  would  be  much  interested  to  know  what  is  the  general 
experience  of  the  Fellows  in  these  respects. 

Fever. 

I  will  hardly  do  more  than  mention  the  question  of 
fever.  That  following  intra-peritoneal  haemorrhage  was 
attributed  to  the  action  of  the  Staphylococcics  albus  by 
Mr.  Dudgeon  and  Mr.  Sargent,  but  the  argument  that 
this  very  innocent  coccus  or  its  products  can  raise  the 
body  temperature  two,  three,  or  more  degrees  seems  to  me 
far  from  convincing.  Although  it  is  the  usual  explanation 
of  the  origin  of  the  febrile  process,  I  am  not  aware  that 
any  explanation  of  hoiv  substances  circulating  in  the  blood 
cause  fever  by  acting  on  the  heat-centre  has  ever  been 
forthcoming.    They  are  said  to  act  in  this  way  and  that  is  all. 

We  do  not  know  how  the  normal  temperature  is 
maintained  or  where  the  heat-centre  is,  but  we  do  know 
that  many  peripheral  stimuli  raise  or  lower  the  rate  of  loss 
of  body  heat,  and  create  very  definite  physiological  con- 
sequences tending  to  keep  the  temperature  normal.  It  is 
certain,  for  instance,  that  when  cold  is  applied  to  the  sur- 
face heat  is  extracted  from  the  body,  but  the  tissues  at 
once  produce  more  heat  and  the  temperature  does  not  fall. 

Exercise  and  digestion  also  cause  an  increase  of  heat 
development  and  in  certain  conditions  I  believe  they  raise 
the  body  temperature,  but  not  for  long  in  health. 
Stimulations  of  parts  of  the  brain  also  cause  a  rise  of 
temperature,  but  whether  the  action  is  on  a  centre  or  on 
nerve-fibres  passing  to  or  from  a  centre  is  not  kno^\^l. 

Not  only  does  the  theory  that  something  circulating  in 
the  blood  causes  fever  in  some  unexplained  way  seem  to 
me  very  unsatisfactory,  but  in  surgical  matters  the 
original  cause  of  fever — of  the  simplest  kind  of  fever — is 
always  peripheral,  and   is    more  directly  associated  with 
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effusion  into  the  tissues  than  with  absorption  from  them. 
When  absorption  is  rapid  fever  runs  low;  when  much 
exudation  into  the  tissues  occurs  fever  runs  high.  In  the 
case  of  a  strangulated  ovarian  tumour  there  is  a  well- 
marked  rise  of  temperature  and  the  local  action  is  devoted 
entirely  to  the  manufacture  of  adhesions ;  absorption  from 
the  tumour  is  impossible  until  the  adhesions  form.  When 
they  develop  and  the  accumulated  products  of  decay  in 
the  tumour  gain  free  access  to  the  circulation  the  tem- 
perature falls.  It  seems  to  me  that  the  explanation  of 
the  rise  of  temperature  in  surgical  conditions  must 
certainly  be  found  in  a  something  which  disturbs  the 
balance  of  the  stimuli  passing  to  the  heat-centre,  a  some- 
thing which  indicates  to  this  centre  that  the  temperature 
is  too  low,  although  it  may  really  be  above  the  normal. 
We  know  that  an  injury  tends  to  lower  the  temperature 
of  the  part  affected ;  if  very  severe,  it  lowers  the  tempera- 
ture of  the  whole  body  and  this  remains  low  until  reaction 
takes  jplace. 

If  the  temperature  falls  sufficiently,  reaction  does  not 
take  place,  but  the  patient  dies.  The  local  partial 
diminution  of  vitality  and  of  temperature  in  the  tissues 
which  is  caused  by  an  injury  must  necessitate  the  send- 
ing of  messages  to  the  central  nervous  system,  indicating 
that  a  rise  of  temperature  is  required. 

Anyone  who  has  had  a  rigor  or  who  has  suffered  from 
ague  will,  I  think,  be  able  to  appreciate  this.  When 
reaction  takes  place  the  temperature  rises ;  but  when 
the  normal  temperature  is  reached  the  condition  which 
brought  about  the  local  coldness  and  the  reflex  develop- 
ment of  heat  is  not  thereby  removed. 

The  partial  diminution  of  vitality  continues  for  a  time,  the 
temperature,  therefore,  goes  higher,  goes  beyond  the  normal 
and  is  maintained  above  the  normal  until  the  damaged  tissues 
regain  their  full  vitality  or  die  and  are  cast  off.  The  height 
and  duration  of  the  fever  vary,  of  course,  with  the  condition 
causing  it  and  also  with  the  power  of  the  heat-centre  of 
the  individual  to  maintain  the  normal  temperature. 
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Irritant  material  circulating  in  the  blood  must  exercise 
a  widespread,  slightly  devitalising  influence  on  the  tissues 
comparable  to  the  infliction  of  numerous  small  wounds  all 
over  the  body,  and  this  would  act  in  the  same  way  as  a 
more  severe  local  injury,  so  far  as  reflex  effects  on  the 
heat-centre  are  concerned. 

There  is  no  doubt  in  my  mind  that  every  surgical 
condition,  whether  septic  or  otherwise,  that  raises  the 
body  temperature  is  associated  with  tissue  irritation,  and 
one  of  the  chief  objections  to  the  view  that  surgical  fever 
is  caused  by  some  substance  acting  on  a  heat-centre  is 
the  fact  that  by  this  theory  the  irritation  which  occurs  in 
a  wound,  and  which  occurs  all  over  the  body  in  septic  con- 
ditions, is  entirely  ignored  as  having  any  possible  influence 
mi  the  temperature.  In  all  the  specific  fevers  there  are 
evidences  of  peripheral  irritation,  and  I  think  that  a 
development  of  these  peripheral  phenomena  is  invariably 
associated  with  a  rise  of  temperature. 

The  suggestion  I  have  made  as  to  the  mechanism  by 
which  the  temperature  is  raised  in  fever  offers  an  ex- 
planation of  the  phenomena  which  may  at  least  be  under- 
stood. The  assertion  that  certain  substances  circulating 
in  the  blood,  of  various  origins  and  of  indeterminate 
nature,  act  on  a  heat-centre  so  as  to  raise  the  tempera- 
ture seems  to  me  to  offer  no  explanation  at  all.  It  is  a 
mere  statement  of  a  theory.  That  a  heat-centre  may  be 
directly  acted  upon  is  of  course  possible,  but  the  evidence 
that  many  febrile  changes  of  temperature  are  associated 
with  peripheral  irritations  is  too  conspicuous  to  be  ignored, 
and  this  is  especially  true  of  those  changes  which  are 
most  constant,  and  the  advent  of  which  may  be  most 
confidently  predicted. 

Conclusions. 

The  following  conclusions  are  arrived  at  : 
(1)    That  inflammation  is  a   curative  process   bringing 
about  union  by  first  intention,  producing  a  fresh  blood-supply 
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to  strangulated  or  ligatured  tissues  or  to  thin  flaps,  and 
causing  a  return  to  normal  conditions  by  its  characteristic 
restorative  action  whenever  this  is  possible,  and  frequently 
in  spite  of  the  presence  of  micro-organisms. 

(2)  That  tissues  in  the  peritoneal  cavity  dying  because 
they  have  become  separated  from  their  natural  connections 
(strangulated  tumours,  ligatured  parts,  and  blood-clot) 
can  be  revived  only  by  the  inflammatory  process  and  by 
a  consequent  formation  of  adhesions  ;  that  there  is  no 
reason  to  suppose  that  micro-organisms  are  necessary  to 
the  production  of  these  processes  and,  therefore,  that 
inflammation  of  the  peritoneum  may  arise  without  the 
action  of  micro-organisms. 

(3)  That,  although  practically  all  dangerous  inflamma- 
tions are  septic,  yet  the  science  of  bacteriology,  in  so  far 
as  it  is  connected  with  wounds,  must  be  founded  on  views 
that  recognise  the  possibility,  or  rather  the  constant 
occurrence,  of  inflammation  in  connection  with  aseptic 
injuries.      This  is  the  teaching  of  Lord  Lister. 

(4)  That  when  septic  complications  take  place  in  a 
wound  the  micro-organisms  tend  to  interfere  with  the 
proper  curative  course  of  the  inflammation  which  neces- 
sarily accompanies  an  injury. 

(5)  It  seems  to  be  certain  that  a  very  small  damage  to 
tissues  may  enable  slightly  pathogenic  or  innocuous 
staphylococci  to  effect  an  entrance  through  apparently 
healthy  epithelial  surfaces  and  perhaps  in  other  ways. 
The  condition  is  an  undesirable  and  dangerous  one, 
because  a  little  more  damage  will  enable  a  more  power- 
fully pathogenic  microbe  to  invade  the  tissues,  and  when 
a  sufiicieiit  degree  of  mischief  arises  the  most  virulent 
organisms  may  enter  and  produce  their  various  effects  as 
if  they  were  introduced  through  an  incision. 

(6)  It  is  suggested  that  surgical  fever  is  due  to  a  some- 
thing acting  peripherally  and  indicating  to  the  heat- 
centre  that  the  body  is  too  cold  even  when  the  tempera- 
ture is  raised,  whilst  the  theory  that  fever  is  necessarily 
caused  by  some  substance  circulating  with  the  blood  and 
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acting  on  a  heat-centre  is  regarded  as  unsatisfactory, 
because  by  it  the  irritation  which  occurs  in  a  wound,  and 
which  occurs  all  over  the  body  in  septic  conditions,  is 
entirely  ignored  as  having  any  possible  influence  on  the 
temperature. 

Mr.  Peecy  Sargent  commented  upon  the  manner  in  which 
the  terms  "  aseptic  "  and  "  sterile  "  had  been  used  by  Mr.  Malcolm. 
He  contended  that  those  terms  had  been  used  by  himself  and 
Mr.  Dudgeon  in  a  different  sense,  the  one  to  express  the  meaning 
ordinarily  ascribed  to  it  in  surgery,  namely  as  applied  to  a  wound 
which  presents  no  clinical  sign  of  inflammatory  reaction,  the 
other  in  its  strict  bacteriological  sense.  Mr.  Sargent  held  that 
their  experiments,  as  well  as  those  of  Professor  Welch,  had 
shown  that  a  wound  may  be  aseptic  and  at  the  same  time  not 
sterile,  and  that  organisms  can  be  cultivated  from  the  deeper  parts 
of  an  aseptic  wound  several  days  after  the  operation.  The  con- 
clusion to  which  he  and  Mr.  Dudgeon  had  arrived,  that  the 
so-called  "  chemical  peritonitis  "  did  not  exist,  was  based  upon 
the  fact  that  the  number  of  those  cases  to  which  the  term  had 
in  the  past  been  applied  was  found  to  diminish  rapidly  on 
bacteriological  investigation,  and  that  the  circumstance  of  their 
being  unable  to  demonstrate  the  presence  of  micro-organisms  in 
the  peritoneal  exudate  was  no  proof  that  the  whole  peritoneal 
cavity  was  sterile.  It  was  highly  probable  that  in  an  area  so 
large  as  the  peritoneal  cavity  there  would  be  many  cases  in  which 
the  presence  of  micro-organisms  would  escape  detection.  At 
any  rate,  Mr.  Malcolm  had  adduced  no  experimental  work  what- 
ever in  support  of  his  belief  in  non-microbic  peritonitis.  With 
regard  to  the  nature  of  the  white  staphylococcus  found  so 
frequently  in  peritoneal  lesions,  Mr.  Dudgeon  and  Mr.  Sargent 
had  been  at  pains  to  demonstrate  that  it  was  not  the  same  as  the 
staphylococcus  known  as  Staphylococcus  pyogenes  albus,  and 
they  had  never  suggested  that  it  was  the  cause  of  the  suppuration 
which  sometimes  follows  upon  an  old  pelvic  hsematocele. 

Mr.  Malcolm,  in  reply,  said  it  seemed  to  him  that  the 
experiments  recorded  by  Mr.  Dudgeon  and  Mr.  Sargent  were 
sufficient  to  support  the  view  that  inflammation  might  occur  in 
sterile  peritoneum.  In  addition  to  the  cases  already  referred  to, 
there  were  three  instances  of  acute  non-perforative  peritonitis  in 
which  the  peritoneum  of  the  appendix  was  shown  by  these 
gentlemen  to  be  sterile,  although  in  two  of  the  cases  lymph  was 
visible  on  this  part  of  the  serous  membrane,*  the  symptoms 
being  very  acute.  He  presumed  that  the  recorders  of  these 
observations  would  not  deny  their  accuracy,  and  it  was  impossible 

*  '  The  Bacteriology  of  Peritonitis/  Dudgeon  and  Sargent,  p.  80. 
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to  produce  more  definite  evidence  that  inflamed  peritoneum 
might  be  sterile.  The  speaker  repudiated  the  idea  that  a 
surgeon's  opinion  on  a  question  of  this  kind  was  worthless  unless 
he  could  bring  fresh  evidence  from  the  laboratory.  In  an 
ordinary  abscess  it  was  known  that  there  was  a  focus  of  septic 
mischief  in  the  centre  and  that  there  was  a  shading  off  from  the 
most  diseased  into  the  healthy  tissues.  Professor  Welch  spoke 
of  the  "  germ-free  zone  of  inflammatory  oedema  around  a  spread- 
ing cellulitis,"*  and,  again,  he  said  that  the  pyogenic  bacteria 
set  up  suppuration  by  means  of  chemical  substances  produced 
by  them  and  entering  into  their  composition,!  and  that  "  other 
chemical  substances  are  likewise  able  to  cause  suppuration." ;{; 
In  this  matter  Professor  Welch  certainly  favoured  the  view  that 
chemical  substances  might  cause  inflammation.  As  regarded 
the  three  cases  of  ovarian  tumour  that  had  been  mentioned,  two 
contained  pus  and  the  colon  bacillus,  whilst  the  third  was 
gangrenous  and  the  Staphylococcus  pyogenes  was  found  on  its 
surface.  It  was  not  stated  that  the  pedicle  was  twisted  in  any 
of  these  cases.  Hence  the  conditions  brought  about  could  not 
be  taken  as  an  index  of  the  bacteriological  phenomena  accompany- 
ing strangulation  of  an  ovarian  tumour  by  torsion  of  its  pedicle. 
In  the  latter  circumstances  the  tumour  rapidly  became  a  blue- 
black  and  obviously  dying  mass,  and  it  so  continued  until  it  was 
revived  by  the  formation  of  adhesions,  after  which  it  developed 
as  if  no  strangulation  had  occurred.  The  position  taken  up  by 
Mr.  Dudgeon  and  Mr.  Sargent  in  relation  to  the  argument 
founded  on  agglutination  evidence  seemed  altogether  untenable. 
They  urged  the  agglutination  reaction  as  proof  of  the  patho- 
genicity of  the  white  staphylococcus,  but,  in  criticising  Otto's 
view  that  only  one  strain  of  staphylococcus  was  pathogenic  to 
man,  they  said  that  "  it  is  generally  recognised  that  pathogenicity 
and  agglutination  bear  no  constant  relation  to  one  another,  and 
therefore  for  this,  amongst  other  reasons,  we  cannot  place  any 
reliance  on  these  observations  of  Otto."§  Such  an  argument 
must  hold  good  all  round  or  not  at  aU.  Before  sitting  down 
Mr.  Malcolm  wished  to  state  again  the  great  value  and  import- 
ance which  he  attached  to  such  investigations  into  the  bacteriology 
of  peritonitis  as  those  he  had  ventured  to  discuss,  but  he  urged 
that  clinical  evidence  and  conclusions  derived  from  clinical 
observations  were  also  entitled  to  due  consideration. 

*  '  Transactions  of  the  Congress  of  American  Physicians  and  Surgeons,' 
p.  12,  vol.  ii. 

t  Loc.  cit.,  p.  25. 

X  Loc.  cit.,  p.  7. 

§  '  The  Bacteriology  of  Peritonitis/  Dudgeon  and  Sargent,  p.  134. 
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APEIL  4th,  1906. 
W.  E.  Dakin,  M.D.,  President,  in  tlie  Chair. 
Present — 47  Fellows  and  2  visitors. 

Books  were  presented  by  the  St.  Bartholomew's 
Hospital  Staff  and  the  Staff  of  Massachusetts  General 
Hospital. 

Sydney  Lawrence  Harke,  M.R.C.S.,  L.B.C.P.  (Cam- 
bridge), and  Hugh  S.  Davidson,  M.B.Edin.  (Edinburgh), 
were  declared  admitted. 

The  following  candidates  were  proposed  for  election  : 
Evelyn  Lancelot  Adams,  M.B.,  B.S.Lond.  (Croydon),  and 
Ida  Russell  Shields,  M.B.,  B.S.Lond. 

Thomas  Sprot  Allan,  L.R.C.P.  and  L.R.C.S.Edin.,  and 
George  Ernest  Aubrey,  M.B.,  B.S.Lond.  (Chelmsford) 
were  elected  Fellows  of  the  Society. 


Report   of  the  Pathology   Committee   on    Mrs.   8charlieh's 
Specimen  of  Malignant  Tumonr  of  the  Uterus  {see  p.  73). 

We  have  examined  this  specimen  and  the  microscopical 
sections  from  it,  and  consider  it  to  be  in  the  main  a  round- 
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celled  sarcoma  showing  a  delicate  reticulum  enclosing  small 
groups  of  cells  within  its  meshes. 

(Signed)       Mary  Scharlieb. 

Gr.  Bellingham  Smith. 

CUTHBERT  LOCKYER. 

C.  Hubert  Roberts. 

J.  H.  Targett. 

John  S.  Fairbairn. 

CoRRiE  Keep. 

W.  S.  A.  Griffith^  Chairman. 


Report  of  the  Pathology  Committee  on  the  Doubtfully 
Malignant  Spot  in  Dr.  LocJcyer^s  Specimen  of 
Adeno-Myoma  of  Uterus  [see  p.  94). 

We  have  examined  the  microscopic  section  showing 
this  isolated  area  and  find  it  exhibits  a  structure  indistin- 
guishable from  the  early  stages  of  carcinoma.  There  are 
several  glandular  spaces  filled  with  actively  proliferating 
epithelium,  which  is  confined  by  a  distinct  basement 
membrane.  One  or  more  elongated  collections  of  cells 
suggest  invasion  of  lymphatic  glands  by  new  growth. 

We  recommend  that  a  drawing  illustrating  this  condi- 
tion be  added  to  the  description  by  the  exhibitor. 
[Signed)       Cuthbert  Lockyer. 

C.  Hubert  Roberts. 

Gr.  Bellingham  Smith. 

J.  H.  Targett. 

John  S.  Fairbairn. 

CoRRiE  Keep. 

W.  S.  A.  Griffith,  Chairman. 
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A  CASE  OF  ABDOMINAL  PREGNANCY;  SPURIOUS 
LABOUR  AT  TERM.  FCETUS  AND  PLACENTA 
REMOVED  SIX  MONTHS  LATER. 

By  EwEN  J.  Maclean,  M.D.,  M.R.C.P.Lond., 
F.R.S.Edin. 

Senior  Gynaecologist,  Cardiff  Infirmary,  etc. 

C.  B — ,  aged  34,  a  married  woman  who  had  had  no 
children  and  no  miscarriages,  was  admitted  in  the  Cardiff 
Infirmary  on  February  17th,  1906. 

The  regular  catamenial  flow,  which  had  been  of  the 
twenty-one  day  type  and  seven  days^  duration,  had  been 
absent  since  November,  1904.  Two  months  later  some 
indefinite  lower  abdominal  discomfort  had  been  ex- 
perienced and  coincidently  with  this  a  brownish  vaginal 
discharge  appeared  and  continued  irregularly  through  the 
succeeding  months,  accompanied  at  times  with  whitish 
shreds.  From  and  after  March,  1905,  the  abdomen  had 
progressively  enlarged  and  other  symptoms  of  pregnancy 
had  developed,  including  "  quickening  ^^  and  the  presence 
of  secretion  in  the  breasts.  The  general  health  had  been 
satisfactory,  and  the  patient  being  regarded  as  normally 
pregnant,  due  arrangements  had  been  made  for  her  con- 
finement about  the  last  week  in  August.  On  the  23rd  of 
that  month  some  labour-like  pains  were  complained  of 
and  a  discharge  of  blood  and  mucus  occurred.  The 
pains  passed  off,  however,  and  in  the  following  weeks  the 
breasts  dried  up  and  became  smaller.  The  abdominal 
swelling  also  diminished  in  size.  The  patient  continued 
to  be  in  good  health  and  pursued  her  various  social  and 
household  duties  with  little  discomfort  up  to  a  week 
before  her  admission  to  the  infirmary,  when  severe  pains 
in  the  back  and  abdomen  set  in,  with  pyrexia  and  vomiting. 
The  catamenia  had  recurred  in  September  and  had 
appeared  since  that  time  at  irregular  intervals  of  three 
to  five  weeks. 

On   admission  the  patient's  condition  was  evidently  a 
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serious  one.  The  facies  was  drawn  and  anxious,  the 
tongue  coated,  the  pulse  104,  the  temperature  102*2°  F., 
and  there  was  a  trace  of  albumen  in  the  urine. 

Per  abdomen. — The  parietes  were  tense,  distended,  and 
so  sensitive  to  the  touch  as  to  forbid  anything  like 
satisfactory  palpation.  It  was  ascertainable,  however, 
that  a  rounded  elastic  tumour  rose  high  into  the  abdomen 
from  the  pelvis  and  in  the  right  lower  abdomen  a  harder 
nodule  of  about  the  size  of  an  orange  was  felt.  Nothing 
answering  to  the  outline  of  the  foetal  parts  could  be  made 
out.  Light  percussion  elicited  a  tympanitic  note  over 
practically  the  whole  of  the  abdomen. 

Per  vaginam. — It  was  difficult  at  first  to  locate  the 
cervix,  which  was  drawn  up  into  the  anterior  fornix  and 
bimanually  could  be  felt  to  be  continuous  with  the  nodule 
in  the  right  lower  abdomen.  The  lateral  and  posterior 
fornices  were  depressed  convexly  into  the  vagina  and  gave 
the  impression  of  being  occupied  by  soft,  thickened 
tissues. 

The  diagnosis  was  made  of  abdominal  pregnancy  with 
recent  infection  of  the  sac. 

Oj>eration. — A  day  later  a  median  abdominal  incision 
was  made  between  the  umbilicus  and  pubes.  A  sac  wall 
was  exposed  densely  adherent  to  the  parietes  and  on 
incising  the  sac  there  was  a  forcible  escape  of  foetid  gas, 
followed  immediately  by  about  a  pint  and  a  half  of  very 
foul- smelling,  grumous  fluid  abundantly  intermingled  with 
yellow  debris  and  portions  of  degenerating  placental 
tissue.  The  sac  contained,  further,  a  partially  decom- 
posed full-time  male  foetus,  in  an  attitude  of  flexion,  with 
the  head  at  about  the  level  of  the  umbilicus  and  the 
breech  in  the  left  pelvic  region.  After  the  extraction  of 
the  foetus  it  was  noted  that  a  coil  of  the  cord  had  become 
loosely  attached  to  the  anterior  surface  of  the  lower  pole 
of  the  sac.  This  attachment  was  readily  separated,  as 
also  was  a  considerable  extent  of  membrane  which  was 
continuous  with  the  placental  end  of  the  cord.  To  this 
membrane  portions  of  degenerated  placenta  were  adherent 
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and  some  of  these  were  subsequently  submitted  to 
microscopic  examination.  The  relations  of  the  cord,  the 
membrane  referred  to,  and  the  attached  portions  of 
placenta,  suggested  that  the  placental  implantation  had 
been  on  the  inferior  and  anterior  surfaces  of  the  lower 
pole  of  the  sac.  This  impression  was  strengthened  by  the 
further  examination  of  the  sac  as  a  whole  after  thorough 
irrigation  with  iodine  lotion  and  dry  swabbing.  The 
uterus,  slightly  enlarged,  was  seen  to  be  widely  displaced 
to  the  right.  It  was,  unfortunately,  quite  impossible  to 
make  out  the  condition  and  relations  of  the  tubes  and 
ovaries.  These  structures  could  neither  be  seen  nor  felt. 
The  whole  of  the  inner  surface  of  the  sac  was  lined  by  a 
thick,  shreddy,  greyish  membrane,  through  which,  how- 
ever, the  outline  of  the  upper  portion  of  the  rectum  and 
some  intestinal  coils  could  be  traced. 

No  placental  tissue,  as  such,  could  be  recognised 
adhering  to  the  sac  wall.  The  upper  pole  of  the  sac 
extended  to  a  level  several  inches  above  the  umbilicus. 

A  few  drachms  of  faecal  fluid  were  seen  percolating 
into  the  sac  in  its  right  lower  portion  through  a  pinhole 
communication  with  a  coil  of  bowel  in  that  region. 

The  peritoneal  cavity  was  completely  shut  off  and  was 
not  opened  at  any  time  during  the  operative  manipulations. 
Under  the  circumstances,  no  attempt  was  made  to  remove 
the  sac.  The  sac  wall  anteriorly  was  almost  an  eighth  of 
an  inch  in  thickness  and  appeared  to  be  composed  of 
fibrous  tissue.  A  portion  of  the  wall  removed  for  micro- 
scopic examination  was  unfortunately  mislaid  and  lost. 

After  further  irrigation,  the  sac  wall  and  parietes  were 
partially  closed  in  layers  and  a  gauze  drain  inserted. 
Twelve  days  later  as  the  drainage  was  unsatisfactory  I 
made  an  opening  into  the  sac  through  the  posterior  fornix 
and  inserted  a  rubber  tube  with  good  result. 

Present  condition. — The  patient^s  general  condition  has 
much  improved.  She  is  getting  up,  and  the  tempera- 
ture and  pulse  have  been  normal  for  three  weeks.  The 
abdominal  wound  has  closed;   a  small   quantity  of  non- 
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offensive^  muco  -  purulent  discharge  comes  'per  vaginam. 
The  uterus  is  mobile  and  central  in  the  pelvis,  and  an 
irregular,  thickened  mass  is  felt  intimately  associated 
with  the  posterior  surface  of  the  body  and  fundus,  and 
extending  for  a  short  distance  upwards  and  to  its  right 
and  left. 

I  am  indebted  to  Dr.  Scholberg,  Pathologist  and 
Bacteriologist  to  the  Cardiff  Infirmary,  for  the  following 
report,  and  to  Dr.  H.  T.  Samuel  for  the  photograph  of 
the  foetus. 

Dr.  Scholherg's  report. — The  foetus  is  a  fully-developed 
male,  and  shows  evidences  of  putrefactive  change.  Total 
length,  194  inches;  weight,  Q\  lb.  Hair  in  patches  on 
scalp.  Nails  on  digits  and  toes  fully  grown.  The  heart 
has  four  chambers,  and  the  thymus  is  prominent.  The 
cord  is  17  inches  in  length,  and  terminates  distally  in 
remnants  of  membranes  and  placental  tissue  (confirmed 
microscopically) . 

Cultures  were  made  from  foetal  tissues  immediately 
after  operation.  The  peritoneal  cavity  opened  under 
aseptic  precautions,  and  aerobic  and  anaeorbic  cultures 
from  the  extremely  offensive  fluid  which  exuded  at  the 
site  of  incision  remained  sterile  after  a  week's  incubation 
at  37°  C.  Films  stained  from  the  liver-substance  show 
no  micro-organisms  when  examined  under  the  microscope. 

Remarhs. — The  history  of  the  case  is  fairly  typical. 
If  ovarian  pregnancy  be  excluded,  and  if  it  be  assumed 
that  the  primary  implantation  of  the  ovum  was  in  the 
left  tube,  then  the  dislocation  of  the  gestation  occurred  at 
the  second  month  after  the  establishment  of  amenorrhoea, 
but  whether  by  way  of  tubal  abortion  or  tubo-abdominal 
rupture  it  is  impossible  to  say  for  the  reasons  stated. 
The  history  and  the  conditions  revealed  at  the  operation 
would  not  favour  the  assumption  of  an  intra-ligamentous 
development. 

"  Spurious  labour  "  occurred  at  term,  and  was  followed 
by  the  death  of  the  foetus  and  partial  absorption  of  the 
liquor  amnii. 
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Infection  of  the  sac  took  place  about  six  months  after 
term — that  is,  at  the  average  period  of  time  according  to 
Parry. 

The  cause  of  the  infection  was  probably  the  minute 
fistula  communicatinof  with  the  bowel  which  was  noted  at 
the  time  of  the  operation.  The  evacuation  and  subsequent 
contraction  of  the  sac  has  evidently  secured  the  closure  of 
the  fistula. 

A  large  part  of  the  placenta  was  doubtless  absorbed 
after  the  death  of  the  foetus,  the  remainder  being  repre- 
sented by  the  debris  and  placental  portions  removed  from 
the  sac. 

Of  similar  cases,  where  the  extra-uterine  gestation  has 
produced  a  full-time  foetus  and  where  operation  has  been 
effected  after  infection  of  the  sac,  eight  only  are  recorded 
in  the  ^  Transactions  ^  of  the  Society  during  the  past  thirty 
years. 

I  have  to  thank  Dr.  Hesketh- Evans,  Cardiff,  for 
entrusting  the  case  to  my  care  and  for  information  as 
to  points  in  the  history. 

Dr.  Maclean  stated,  in  reply  to  Dr.  Drummond  Eobinson, 
that  the  bacteriological  report  had  reference  to  the  foetus  only. 


FIBROMA  OF  THE  OYARY. 
Shown  by  Dr.  Amand  Routh. 

Dr.  Amand  Routh  showed  a  specimen  of  a  solid  tumour 
of  the  ovary  weighing  6  lb.  12  oz.  removed  from  a 
multipara  aged  47. 

There  were  no  symptoms  caused  by  the  tumour,  the 
woman  having  only  noticed  the  abdominal  swelling  a  few 
weeks.      She  had  ceased  to  menstruate  fifteen  months. 

The  diagnosis  before  operation  could  not  be  certainly 
made  between  a  solid  ovarian  tumour  and  a  uterine  fibroid 
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with  a  broad  lax  pedicle;  for  whilst  slight  movement  of 
the  tumour  produced  no  effect  on  the  uterus,  extensive 
lateral  movement  distinctly  dragged  upon  the  fundus  of 
the  uterus,  which  was  only  slightly  larger  than  normal. 
The  fact,  however,  that  there  was  some  ascites  present 
made  it  more  probable  that  the  tumour  was  ovarian. 
Dr.  Routh  asked  if  there  was  any  theory  explaining  why 
the  majority  of  solid  ovarian  tumours  caused  ascites, 
whereas  solid  uterine  fibroids,  pedunculated  or  not,  only 
occasionally  did  so.  Possibly,  as  had  been  conjectured, 
the  longer  the  pedicle  and  the  more  mobile  the  tumour, 
the  more  likely  was  it  to  irritate  the  peritoneum  and  cause 
ascites.  Dr.  Cuthbert  Lockyer  has  kindly  sent  the  follow- 
ing pathological  report : 

The  tumour  weighs  6  lb.  12  oz.  It  measures  8^  x 
6^  X  6  inches  after  hardening  in  formol  solution.  In 
shape  it  is  obtusely  oval.  Its  surface  is  smooth  and  ex- 
tremely pale  in  colour.  No  adhesions  are  present  except- 
ing a  broad  band  which  binds  the  whole  length  of  the 
Fallopian  tube  to  the  surface  of  the  growth.  Before 
section  wide  circular  areas  of  softening  and  fluctuation 
were  to  be  felt  by  palpating  the  surface.  On  section  the 
softened  areas  were  found  to  be  limited  to  the  superficial 
strata  of  the  growth.  Immediately  underneath  the  thin 
capsule  the  tumour-substance  has  undergone  cystic  and 
pseudo-myxomatous  change.  The  latter  has  occurred  in 
patches  around  the  circumference;  it  is  not  universal,  and 
does  not  extend  for  more  than  one  inch  into  the  depths 
of  the  growth.  The  central  part  of  this  tumour  presents 
on  section  a  very  dense  surface  of  interlacing  fibrous 
tissue  bundles.  No  distinguishable  ovarian  tissue  has 
been  found.  At  the  hilum — i.  e.  the  point  from  whence 
the  ovarian  ligament  and  pedicle  came  oif — the  capsule  is 
only  a  few  lines  in  thickness.  Microscopical  examination 
of  the  periphery  of  tumour  shows  no  characteristic  ovarian 
tissue.  The  circumferential  fibrous  tissue  only  differs 
from  the  rest  of  the  growth  in  the  direction  of  its  fibres. 
The  entire  section  is  composed  of  coarse  hyaline  fibrous 
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tissue,  the  cellular  elements  being  reduced  to  a  minimum. 
The  total  absence  of  recognisable  ovarian  stroma  is  fully 
accounted  for  by  the  size  of  the  tumour ;  such  symmetrical 
growths  starting  in  the  stroma  of  the  ovary  can,  by 
gradual  expansion,  produce  pressure-atrophy  of  the  sur- 
rounding ovarian  tissue,  leading  to  its  final  disappearance. 
Dr.  Routh  reminded  the  Fellows  of  Dr.  Fairbairn's 
paper  read  before  the  Society  in  1902,  in  which  he 
described  three  main  varieties  of  ovarian  fibromata — 

(1)  Where  the  ovary  is  entirely  replaced  by  the  new 
formation.  This  occurs  in  small  as  well  as  large  growths 
and  therefore  does  not  depend  on  the  size  to  which  the 
growth  has  attained. 

(2)  A  local  growth  of  the  stroma,  leaving  part  of  the 
ovary  unaffected  except  by  compression.  The  growth 
tends  to  remain  mthin  the  capsule  of  the  ovary. 

(3)  Pedunculated  fibromata  forming  outgrowths  from 
the  ovary. 

This  specimen  seems  at  first  sight  to  belong  to  type 
No.  1,  but  is  it  not  likely  that  it  really  belongs  to  Dr. 
Fairbairn^s  second  class,  and  that  the  pressure  of  so  large  a 
growth  has  destroyed  any  normal  ovarian  tissue  which  may 
have  been  discoverable  at  the  hilum,  or  elsewhere,  when 
the  fibroma  was  smaller  ?  In  other  words,  is  not  Dr. 
Fairbairn's  second  type,  where  ovarian  tissue  is  found 
displaced,  an  early  stage  of  his  first  type,  where  none  is 
found  ? 

There  is  nothing  of  an  infiltrating  nature  in  a  fibroma 
and  pressure-atrophy  by  an  encroaching  fibroma  seems 
sufficient  to  explain  the  absence  of  ovarian  tissue  in 
advanced  cases.  Does  Dr.  Fairbairn  still  believe  that 
even  in  small  tumours  the  ovary  may  be  entirely  replaced 
by  the  fibrous  growth  ?  If  so,  what  is  the  process  by 
which  the  transformation  is  effected  ? 

Dr.  L EWERS  said  he  might  have  been  exceptionally  unfortunate, 
but  iu  all  the  cases  of  fibroids  of  the  ovary  on  which  he  had 
operated  there  had  been  no  free  fluid  in  the  peritoneal  cavity. 

Dr.  Briggs  said  he  believed  that  an  ovarian  fibroma,  adequately 
nourished,  continued  to  grow  without  producing  ascites ;  that 
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ascites,  so  frequently  present,  was  due  to  an  impairment  slowly 
occurring  and  in  a  minor  degree  in  the  nutrition  of  the  lowly 
vascular  tumour  itself,  quite  apart  from  damage  to  the  ovarian 
pedicle ;  and  that  torsion  of  the  latter  led  to  a  plastic  exudate  to 
supply  a  more  largely  and  acutely  impaired  nutrition  of  all  the 
tissues  beyond  the  site  of  the  torsion. 

Dr.  Herbert  Spencer  agreed  with  Dr.  Briggs  that  there  was 
usually  free  fluid  in  the  peritoneum  in  cases  of  ovarian  fibroid, 
though  it  was  sometimes  absent.  He  thought  Dr.  Lewers'  expe- 
rience must  be  quite  exceptional.  With  regard  to  the  cause  of 
the  fluid,  he  thought  it  was  a  difficult  point  to  determine,  but 
he  had  met  with  one  case  in  which  a  bleb  half  an  inch  thick 
appeared  on  the  surface  of  an  ovarian  fibroid,  and  by  squeezing 
the  periphery  of  the  tumour  with  the  hands  fluid  could  easily  be 
made  to  ooze  from  a  slight  crack  in  the  bleb.  This  led  him  to 
think  that  in  at  least  some  of  the  cases  the  escape  of  fluid  was 
due  to  pressure  of  the  hard  tumour  on  the  lymphatics  or  blood- 
vessels in  the  hilum  of  the  ovary,  which  Poirier  and  others  had 
shown  to  be  so  large  and  numerous. 

Dr.  Amand  Eotjth,  in  reply,  thanked  Dr.  Briggs  and 
Dr.  Spencer  for  their  suggestion  regarding  the  causation  of 
ascites  with  solid  tumour  of  the  ovary.  He  had  hitherto  believed 
that  the  ascitic  fluid  came  from  the  surrounded  peritoneum 
irritated  by  the  tumour.  Dr.  Spencer  had  suggested  the  fluid 
came  from  the  tumour  itself,  and  if  so  the  collections  of  fluid 
beneath  the  capsule  of  the  tumour  he  had  just  shown  might  be 
of  significance.  He  alluded  to  a  case  reported  by  Thomas  Keith 
where  a  watery  vaginal  excretion  from  a  uterus  containing  fibroid 
alternated  with  ascites.  In  reply  to  Dr.  Briggs,  he  said  there 
was  no  torsion  of  the  ovarian  pedicle  in  his  case.  The  pedicle 
was  three  inches  broad  and  very  vascular. 


AFTER-HISTOEY  OF  ''A  CASE  OF  CYSTIC  FIBROID 
WITH  CARCINOMA  OF  LEFT  OYARY  AND 
RIGHT  FALLOPIAN  TUBE  ^^  [BROUGHT  BEFORE 
THE  SOCIETY  FIVE  YEARS  AGO]. 

By  Dr.  Robert  Boxall. 

At  the  meeting  of  this  Society  in  March,  1901,  he 
showed  a  specimen  recently  removed  by  operation  from 
an  unmarried  lady  of  48.       The  specimen  consisted  of  a 
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myomatous  uterus  and  its  appendages.  The  lower  part 
of  the  fibroid  mass,  which  occupied  the  pelvis,  had  become 
cystic  and  caused  much  difiiculty  in  removal.  But  the  chief 
interest  in  the  specimen  at  the  present  time  lay  in  two  small 
nodules  found,  one,  no  larger  than  a  cherry-stone,  at  the  outer 
extremity  of  the  right  Fallopian  tube,  the  other,  the  size  of  a 
chestnut,  in  the  left  ovary.  These  nodules  on  examina- 
tion proved  to  be  cancerous.  The  specimen  is  described 
and  figured  in  Vol.  XLIII  of  our  '  Transactions,'  p.  71,  et  seq., 
and  the  report  of  the  committee  to  which  the  specimen 
was  referred  will  be  found  on  p.  144  of  the  same  volume. 
At  the  time  the  specimen  was  shown  he  undertook  to  pro- 
vide the  subsequent  history.  That  history  is  shortly 
summed  up  in  a  letter  received  from  the  patient  herself 
and  dated  February  12th,  1906,  in  which  she  says:  "As 
another  year  comes  round  I  feel  I  must  again  thank  you 
for  your  kindness  to  me  now  five  years  since.  You  will 
be  glad  to  hear  I  have  had  excellent  health  ever  since,  and 
thoroughly  enjoy  life.  My  operation  was  in  every  way  a 
wonderful  success,^^  etc.  After  the  receipt  of  this  letter 
he  had  seen  the  patient,  and  then  learnt  a  point  in  her 
family  history  which  is  worthy  of  note.  Her  mother  had 
died  of  cancer,  the  death- certificate  showing  "  epi- 
thelioma of  the  bladder,  chronic  cystitis,  cystic  degenera- 
tion of  the  kidneys,  uraemia.''^  As  the  subject  from  whom 
the  specimen  was  removed  has  remained  in  perfect  health 
for  five  years,  there  is  every  reason  to  believe  that  the 
malignant  element  has  been  entirely  eliminated. 


A  SPECIMEN  OF  TUBO-ABDOMINAL  GESTATION 
AT  THE  FOURTH  MONTH  OF  PREGNANCY 
REMOVED    BY   ABDOMINAL    SECTION. 

Shown  by  Dr.  George  Blackee. 

Mrs.  C — ,  aged  42  years,  had  had  four  children  and  no 
miscarriages.       The  youngest  child  was  four   years    old. 
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She  had  enjoyed  good  health  until  the  summer  of  1905. 
Her  periods  had  always  been  regular  but  rather  scanty 
for  a  year  or  so,  whilst  the  last  period  had  commenced  on 
20th  of  July,  1905. 

At  the  end  of  August  when  away  from  home  she  was 
seized  with  a  sudden  attack  of  abdominal  pain,  accom- 
panied with  retching  and  vomiting.  After  this  she  had 
occasional  attacks  of  slight  pain  in  the  lower  part  of  the 
abdomen  and  in  the  middle  of  September  she  had  another 
severe  attack  of  pain  which  confined  her  to  bed  for  six 
weeks.  This  attack  was  accompanied  by  faintness  and 
sickness,  and  at  the  time  her  friends  noticed  that  she  was 
pale.  From  this  time  on  she  gradually  lost  weight  and 
was  never  entirely  free  from  a  sensation  of  weight  and 
pain  in  the  abdomen.  Micturition  was  normal  and  the 
bowels  were  regular. 

In  November  the  patient  consulted  Dr.  Herman,  who 
diagnosed  an  extra-uterine  gestation  and  recommended 
immediate  operation.  On  November  27th  I  saw  her  and 
found  the  following  condition  to  be  present :  There  was 
some  pigmentation  of  the  areola  of  the  breasts  but  no 
secretion  to  be  squeezed  from  them.  In  the  lower  part 
of  the  abdomen  was  a  tumour  made  up  of  two  portions,  the 
smaller  part  to  the  left  feeling  like  the  fundus  uteri,  whilst 
the  larger  part  of  the  tumour  on  the  right  side  extended 
up  well  above  the  pelvic  brim  with  a  rounded  upper 
border,  was  tender  and  fixed,  and  had  the  consistence  of 
a  soft  solid  tumour.  There  was  resonance  on  percussion 
over  the  upper  part  of  the  mass. 

On  vaginal  examination  the  uterus  was  found  to  be 
enlarged  and  pushed  over  to  the  left  side,  whilst  the 
right  posterior  half  of  the  pelvis  was  occupied  by  the 
tumour  felt  by  the  abdomen,  which  on  bimanual  exami- 
nation had  a  somewhat  doughy  feel  in  its  lower  part. 
There  was  a  small  quantity  of  blood-stained  discharge  of 
uterine  origin  which  had  been  present  for  two  or  three 
days  only.  On  November  29th  the  tumour  was  removed 
by  abdominal  section.      It  was  found  possible  to  shell  it 
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up  without  mucli  difficulty  from  its  attachments  to  the 
floor  of  the  pelvis,  the  uterus,  and  the  broad  ligament, 
until  at  length  quite  a  narrow  pedicle  measuring  some  one 
and  a  half  inches  in  breadth  was  obtained,  which  was 
ligatured  and  the  tumour  removed.  There  was  no  undue 
haemorrhage  from  the  raw  surfaces  and  the  abdomen  was 
closed  without  drainage.  The  patient  made  an  uneventful 
recovery. 

The  specimen  has  been  divided  after  hardening  in 
formalin  in  its  longest  diameter;  it  measures  13'5  cm.  by 
8*5  cm.  On  section  it  is  seen  that  rather  more  than  half 
represents  a  section  of  the  foetus  and  the  remainder  a 
section  of  placental  tissue  and  blood-clot.  The  portion  of 
the  head  divided  measured  5'5  cm.  by  4'2  cm.,  whilst  the 
antero-posterior  measurement  of  the  cranium  is  5*1  cm. 
The  head  and  trunk  together  in  their  longest  diameter 
measure  8*4  cm.  The  section  has  apparently  passed  in 
an  oblique  manner  through  the  upper  part  of  the  abdomen 
and  the  lower  part  of  the  chest  of  the  foetus,  and  obliquely 
through  the  head  from  the  right  side  above  to  the  upper 
part  of  the  left  orbit.  The  section  also  passes  through 
the  umbilical  cord  and  the  anterior  surface  of  the  right 
thigh  just  above  the  knee.  The  foetus  has  reached  the 
end  of  the  fourth  month  of  development,  and  although 
somewhat  compressed,  apparently  is  well  developed.  The 
amnion  can  be  traced  surrounding  the  foetus;  outside  this 
there  is  a  fibrous  membrane  continuous  with  that  covering 
the  remainder  of  the  whole  tumour,  which  is  composed  of 
chorion  and  false  capsule. 

The  placenta  is  irregular  and  torn  on  the  surface, 
which  was  adherent  to  the  floor  of  the  pelvis;  elsewhere 
it  is  contained  within  a  capsule  in  part  at  least  formed 
by  the  wall  of  the  tube,  the  remainder  made  up  of  newly- 
formed  fibrous  tissue. 

The  specimen  appears  to  be  an  example  of  a  tubo- 
abdominal  foetation  at  the  fourth  month  of  pregnancy  with 
the  placenta  situated  below  the  foetus.  The  anatomical 
relations   found   at    the   time   of    the   operation  seem  to 


140  A    CASE    OP    FIBROIDS    OF    THE    UTEEUS. 

negative  the  view  that  the  foetus  was  at  any  time  con- 
tained within  the  layers  of  the  broad  ligament. 


A  CASE  OF  FIBROIDS  OF  THE  UTERUS  COM- 
PLICATED BY  CANCER  OF  THE  CORPOREAL 
ENDOMETRIUM. 

By  J.  Bland-Sutton. 

The  uterus  the  subject  of  this  communication  was 
removed  from  a  spinster,  aged  59  years.  Before  the 
operation  there  was  some  uncertainty  whether  the  signs 
(the  chief  of  which  were  irregular  losses  of  blood  followed 
by  a  foul  discharge)  depended  on  a  dead  and  septic 
submucous  fibroid,  or  on  cancer  of  the  body  of  the  uterus. 
The  presence  of  interstitial  fibroids  was  easily  ascertained 
on  vaginal  examination,  and  the  existence  of  a  submucous 
fibroid  seemed  probable  from  the  patient's  statement  that 
menstruation  remained  unabated  until  she  attained  her 
fifty-fourth  year.  The  strong  suspicion  that  the  uterus 
contained  a  carcinoma,  as  well  as  fibroids,  led  me  to  per- 
form total  hysterectomy  by  the  abdominal  route.  In  the 
course  of  the  operation  a  discoidal  body  with  a  transverse 
diameter  of  10  cm.  was  found  in  the  great  omentum  and 
removed.  This  proved  on  subsequent  microscopic  exa- 
mination to  be  a  secondary  deposit  of  cancer,  although 
no  other  gross  evidence  of  infection  could  be  seen  else- 
where in  the  abdomen.  The  ovaries  and  tubes  were 
completely  removed.  After  hardening  the  uterus  was 
divided  in  a  sagittal  direction  and  its  cavity  found  to  be 
occupied  by  a  massive  form  of  growth  arising  from  the 
fundus  of  the  organ ;  a  long,  blood-stained,  tail-like  process 
of  growth  extended  into  the  cervical  canal. 

On  microscopic  examination  the  soft  growth  in  the 
uterus  consists  of  cancerous  islands  imbedded  in    a  rich 
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cellular  stroma  :  here  and  there  the  epithelial  elements 
show  some  approach  to  the  formation  of  a  solid  cylinder 
of  columnar  cells.  The  microscopic  features  of  the  solid 
tumour  in  the  omentum  are  those  of  cysts  lined  with 
epithelium  and  filled  with  papillomatous  processes.  In 
the  laboratory  the  pathologist  suggested  that  they  were 
like  the  well-known  dendritic  epithelial  processes  found  in 
papillomatous  cysts  of  the  ovary.  As  a  matter  of  fact 
they  were  so  like  the  sections  of  a  duct  cancer  of  the 
breast  that  I  made  a  careful  examination  of  the  patient  to 
be  sure  that  I  had  not  overlooked  a  tumour  of  the  breast. 

The  presence  of  so  large  a  secondary  tumour  induced 
me  to  carefully  examine  the  uterus  and  Fallopian  tubes 
with  the  object  of  tracing  the  probable  route  of  infection, 
but  I  failed  to  find  any  naked-eye  evidence  of  this,  and 
the  source  is  equally  inscrutable  to  the  microscope,  for  the 
tubal  and  uterine  walls  in  the  immediate  vicinity  of  the 
growth  do  not  betray  signs  of  invasion. 

The  frequency  with  which  cancer  of  the  corporeal 
endometrium  complicates  fibroids  of  the  uterus  has  never 
been  seriously  discussed  in  this  Society,  and  I  have  been 
stimulated  to  show  this  specimen  after  reading  a  paper  by 
Piquand,  who  has  collected  179  cases  of  this  combination 
and  attempted  to  give  it  a  numerical  basis.  He  found 
in  1000  cases  of  fibroids  cancer  co-existed  in  17,  a 
proportion,  he  writes,  eight  or  nine  times  higher  than  in 
other  women  ;  this  association  of  cancer  of  the  body  of 
the  uterus  and  fibroids  is  most  common  in  nulliparous 
women  between  the  fiftieth  and  sixtieth  years.  He  also 
comes  to  the  conclusion  that  the  presence  of  fibroids 
appears  to  favour  the  development  of  cancer,  inasmuch  as 
these  tumours  set  up  chronic  metritis,  which  renders 
the  endometrium  prone  to  malignant  transformations. 
(^  Annales  de  Gynecologic,'  September,  1905). 

The  perusal  of  Piquand^s  paper  induced  me  to  ascertain 
if  my  own  experience  in  any  way  accorded  with  these 
findings  and  I  am  somewhat  surprised  at  the  result. 

I   find  that    in   500  consecutive  cases  of  fibroids  sub- 
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mitted  to  operation  there  were  eight  cases  of  cancer  of 
corporeal  endometrium,  the  nature  of  the  disease  in  each 
instance  being  confirmed  by  microscopic  examination. 
In  this  series  also  there  were  two  cases  of  primary  cancer 
of  the  Fallopian  tube  associated  with  fibroids  of  the 
uterus. 

My  experience  of  cancer  of  the  body  of  the  uterus 
comprises  23  cases,  of  which  8  were  combined  w4th 
fibroids,  interstitial  or  submucous.  The  available  statistics 
appear  to  show  that  fibroids  influence  the  age-incidence 
of  cancer  of  the  corporeal  endometrium,  for  among  these 
23  cases  5  were  under  the  age  of  fifty,  the  youngest 
being  a  woman  of  thirty-six  years.  All  the  patients  in 
whom  cancer  of  the  corporeal  endometrium  Avas  asso- 
ciated with  fibroids  had  attained  or  passed  the  fiftieth 
year. 

In  regard  to  the  question  of  fibroids  predisposing 
women  to  primary  cancer  of  the  body  of  the  uterus  I 
think  it  is  premature  to  assert  that  they  exercise  such  a 
malign  influence;  the  question  is  one  of  importance,  for 
it  may  be  true,  but  it  needs  more  observation  of  a  clinical 
and  pathological  kind,  as  well  as  statistical  inquiry  before 
anything  approaching  a  sound  judgment  can  be  formed. 

Note. — The  woman  died  four  months  after  the  operation 
with  recurrence  in  the  pelvis,  abdomen,  and  in  the  abdo- 
minal cicatrix. 

Dr.  Lewees  said  he  had  seen  a  certain  number  of  cases  of 
cancer  of  the  body  of  the  uterus,  as  well  as  cases  of  cancer  of  the 
cervix,  in  which  uterine  fibroids  were  also  present.  He  did  not 
think  the  association  of  cancer  of  the  body  of  the  uterus  with 
uterine  fibroids  occurred  more  frequently  than  could  be  explained 
by  coincidence.  In  considering  this  question  it  had  to  be 
remembered  that  uterine  fibroids  existed  in  a  very  large  pro- 
portion of  women  generally,  many  of  whom  had  no  symptoms. 
These  cases  would,  of  course,  be  omitted  if  only  a  series  of  cases 
of  fibroid  tumour  requiring  operation  were  taken  into  considera- 
tion, as  appeared  to  be  the  case  in  Mr.  Bland- Sutton's  statistics. 

Dr.  Galabin  said  that  he  had  for  a  long  time  had  a  general 
impression  that  fibroid  tumours  of  the  uterus  favom-ed  the 
occurrence  of  cancer  of  the  endometrium.    But  he  was  surprised, 
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having  lately  had  occasion  to  look  over  the  notes  of  the  cases  in 
which  he  had  removed  the  uterus  for  cancer  of  the  fundus,  to 
find  that  in  more  than  40  per  cent,  (actually  43  per  cent.)  of  the 
cases  the  cancer  was  associated  with  fibroids  of  considerable  size. 
He  thought  that  this  was  a  larger  proportion  than  could  be 
accounted  for  by  the  general  prevalence  of  fibroid  tumours.  In 
one  case  there  was  a  condition  which,  he  thought,  was  additional 
evidence  in  favour  of  some  causal  relation  existing.  In  a  patient 
who  had  a  large  fibroid  tumour  cancer  was  suspected  on  account 
of  irregular  haemorrhage,  but  no  cancer  could  be  reached  by  the 
curette.  The  uterus  was,  however,  removed,  and  cancer  of  the 
endometrium  was  found  strictly  limited  to  the  mucous  membrane 
covering  the  tumour,  but  affecting  nearly  the  whole  of  that. 

Dr.  Amand  Routh  said  that  if  it  were  true  that  40  per  cent, 
of  women  over  forty  years  of  age  had  fibroid  nodules  in  their 
uteri  the  1*5  per  cent,  of  fibroids  which  were  complicated  with 
carcinoma  of  the  body  of  the  uterus  between  fifty  and  sixty  years 
of  age,  as  stated  by  Mr.  Bland-Sutton,  was  far  short  of  the  pro- 
portion which  should  exist. 

Dr.  Andrews  said  that  the  high  percentage  of  cases  in  wliich 
carcinoma  was  found  in  fibroid  uteri  removed  from  elderly 
women  was  partly  explained  by  the  fact  that  most  women  with 
fibroid  tumours  who  reached  the  age  of  fifty  to  sixty  did  not 
suffer  from  symptoms  due  to  the  fibroids,  while  all  those  in 
whom  carcinoma  occurred  in  fibroid  uteri  suffered  from  definite 
symptoms  which  led  to  examination  and  operation. 
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CHRONIC    INFECTIVE    METRITIS. 

(With  Plates  X— XV.) 
By  Augustus  W.  Addinsell,  M.B.,  M.R.C.P., 

Physician  London  Temperance  Hospital. 

(Eeceived  February  23rd,  1906.) 

(Abstract.) 

The  condition  is  due  to  infective  inflammation  originating  in 
the  endometrium,  and  extending  into  the  muscle  wall  of  the 
uterus. 

In  the  cases  here  referred  to  there  is  a  history  of  infection 
following  childbirth,  miscarriage,  gonorrhoea,  or  local  inter- 
ference. 

In  none  of  the  cases  was  there  any  gross  lesion  such  as  the 
presence  of  fibro-myomata  or  malignant  disease  found  before  or 
after  removal  by  operation. 

In  all,  the  predominant  feature  which  determined  hysterectomy 
being  performed  was  persistent,  excessive,  and  uncontrollable 
haemorrhage. 

Three  stages  are  described : — 

The  first,  or  early  stage,  in  which  the  chief  characters  are  peri- 
vascular inflammation,  small  round-cell  proliferation  surrounding 
the  vessels. 

A  gradual  encroachment  of  round  cells  along  the  line  of 
vessels  and  invading  the  inter-muscular  connective  tissue. 

Eound-cell  proliferation  surrounding  those  mucous  glands 
which  lie  deepest  in  the  muscle  wall. 

The  second  stage  is  marked  by  considerable  increase  of  fibrous 
tissue. 

The  inter- muscular  connective  tissue  is  converted  into  fibrous 
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tissue,  bundles  of  muscle-fibres  are  seen  in  isolated  groups, 
strands  of  fibrous  tissue  running  in  all  directions. 

The  arteries  are  thickened,  chiefly  in  the  middle  coat,  but  also 
in  the  outer  coat.  There  is  increased  vascularity.  Some  of  the 
arteries  are  almost  obliterated.     Many  are  distorted  in  shape. 

This  is  the  condition  described  by  Mr.  Bland- Sutton  as 
"fibrosis,"  and  by  Dr.  Palmer  Findley  as  " arterio-sclerosis." 

In  the  third  stage  there  is  a  still  greater  increase  in  vascu- 
larity. 

The  fibrous  tissue  has  undergone  degeneration. 

There  is  marked  dilatation  of  capillaries. 

The  muscle-nuclei  take  the  stain  badly. 

The  whole  microscopical  field  looks  like  an  opaque  homo- 
geneous mass  perforated  with  innumerable  vessels. 

It  is  difficult  to  make  out  any  muscle  tissue. 

The  clinical  history  of  these  cases  is  described  and  the  treat- 
ment is  discussed,  the  conclusion  being  arrived  at  that  after  all 
the  usual  remedies  have  been  tried,  hysterectomy  has  eventually 
to  be  had  recourse  to. 


There  occur  from  time  to  time  cases  in  which  inter- 
menstrual bleeding,  at  first  slight  in  amount  but  gradually 
increasing,  calls  the  attention  of  the  patient  to  the  fact 
that  all  is  not  right.  Inquiry  elicits  the  statement  that 
the  periods  are  increasing  both  in  frequency  and  in 
amount.  They  last  longer,  are  more  severe,  and  there  are 
often  intermenstrual  hgemorrhages,  and  in  severe  cases  the 
bleeding  may  be  almost  persistent,  with  the  intervals  of 
freedom  shorter  than  the   periods  of  bleeding. 

Examination  reveals  nothing  abnormal.  Ovaries  and 
Fallopian  tubes  are  felt  to  be  free  from  any  gross  lesion. 
The  uterus  is  perfectly  mobile,  perhaps  slightly  enlarged, 
but  not  markedly  so.  If  the  sound  be  passed  it  does  not 
measure  more  than  3  or  34-  inches.  The  verdict  may  be, 
and  generally  is,  that  the  patient  is  suffering  from  sub- 
involution. 

Various  suggestions  of  treatment  are  offered.  Hydrastis, 
hamamelidis,  ergot,  and  all  the  usual  drugs  are  tried  with- 
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out  benefit.  Finally,  curettage  is  resorted  to.  There 
may  be  temporary  relief,  but  not  always.  Sometimes  the 
bleeding  is  increased.  Why  is  this  ?  No  fibro-myomata 
can  be  detected,  and  with  the  exception  of  the  haemorrhage 
there  is  no  reason  to  suspect  malignant  disease.  Why, 
then,  should  these  patients  bleed?  It  not  infrequently 
happens  that  the  haemorrhage  from  one  of  these  uteri  is  so 
severe,  so  persistent  and  uncontrollable,  that  hysterectomy 
has  to  be  resorted  to. 

When  the  removed  organ  is  examined  to  the  naked 
eye  it  appears  normal,  but  a  very  striking  condition  is 
immediately  observed  under  microscopical  examination. 

The  following  clinical  and  pathological  description  of  a 
typical  case  will  best  illustrate  the  condition. 

M.  S — ,  aged  33.  Married  thirteen  years.  She  had 
one  child,  twelve  years  old.  She  menstruated  at  fourteen, 
was  always  regular,  had  no  pain,  and  the  loss  was  moderate 
in  amount  up  to  the  time  of  her  marriage.  The  confinement 
was  followed  by  an  illness  of  three  months^  duration,  which 
was  caused  by  what  she  describes  as  "  chill "  at  the  time 
accompanied  by  "high  fever ^^  and  "internal  inflammation." 

Since  the  birth  of  the  child,  twelve  years  ago,  there 
has  been  an  increasing  tendency  to  a  shortening  of  the 
intermenstrual  intervals,  twenty-eight  days  to  tAventy-five, 
then  to  twenty-three.  This  was  very  gradual,  but  for  the 
last  three  and  a  half  years  she  rarely  went  more  than  seven- 
teen days  at  the  longest  without  a  return  of  haemorrhage. 

Three  years  ago  there  commenced  slight  intermenstrual 
coloured  discharges.  She  was  then  curetted  by  a  conti- 
nental physician.  This  was  followed  by  severe  and 
prolonged  haemorrhage,  necessitating  her  confinement  to 
bed  for  a  month.  After  that  the  periods  were  more 
profuse  and  more  frequent,  until  the  early  part  of  1904, 
when  she  was  again  curetted  by  a  doctor  in  this  country. 
This  second  curettage  was  again  followed  by  heemorrhage 
and  a  six  weeks'  illness. 

Late  in  the  year  1904  she  came  under  the  care  of  Dr. 


DESCRIPTION    OF    PLATE    X. 

Illustrating  Dr.  AddinselFs  specimen  of  Chronic  Infective 

Metritis. 

Great  increase  of  fibrous  tissue  almost  entirely  replacing  muscle-tissue ; 
increased  vascularity,  but  no  thickening  of  arterial  walls.  Some  of  these 
spaces  are  probably  dilated  lymphatics.     Low  power. 


Plate  X. 


Obstet.  Soc.  Trans.,  Vol.  XLVIII. 


Illustrating  Dr.  Addin.skll's  paper  on  Chronic  Infective  Metritis. 


Aillard  (^  Son,  fmfi. 


DESCRIPTION    OF    PLATE    XI. 

Illustrating  Dr.  AddinselPs  specimen  of  Chronic  Infective 

Metritis. 

Group  of  vessels,  showing  thickened  middle  coat  and  distortion  of 
lumen,  together  with  a  patch  of  commencing  hyaline  degeneration. 


Plate  XL 


Obstet.  Soc.  Trans.,  Vol.  XLVIII. 


Illustrating  Dr.  Addinskll's  p.iper  on  Chronic  Infective  Metritis. 


Aillard  e-  Son,  Impr. 


DESCRIPTION    OF    PLATE   XII. 

Illustrating  Dr.  AddinselFs  specimen  of  Chronic  Infective 

Metritis. 

Very  extensive  degeneration  of  uterine  wall;  only  faint  traces  of 
muscle-fibre  are  to  be  found;  enormous  increase  of  small  vessels  and 
dilated  lymphatics.  This  change  resembles  hyaline  degeneration  under 
the  low  power. 


Plate  XII, 


Obstet.  Soc.  Trans.,  Vol.  XLVIII. 
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Illustrating  Dr.  Addinsell's  paper  on  Chronic  Infective  Metritis, 
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DESCRIPTION    OF    PLATE    XIII. 

Illustrating  Dr.  AddinselPs  specimen  of  Chronic  Infective 

Metritis. 

There  has  been  great  increase  of  intermuscular  fibrous  tissue,  which 
has  undergone  degeneration  closely  resembling  hyaline  degeneration  in 
appearance.  Some  of  the  arteries  are  greatly  thickened,  and  these  have 
also  undergone  degeneration. 


Plate  XIII. 


Obstet.  Soc.  Trans.,  Vol.  XLVIII. 


Illustrating  Dr.  Addinsell's  paper  on  Chronic  Infective  Metritis. 
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DESCRIPTION   OF   PLATE   XIV. 

Illustrating  Dr.  AddinselPs  specimen  of  Chronic  Infective 

Metritis. 

Group  of  round  cells  invading  muscle-wall  from  endometrium.  Muscle- 
fibres  can  be  seen  in  the  upper  part  of  the  field,  where  the  round  cells 
are  less  numerous.     High  power. 


Plate  XIV 


Obstet.  Soc.  Trans.,  Vol.  XLMII, 


Illustrating  Dr.  Addinsf.ll's  paper  on  Chronic  Infective  Metritis. 
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DESCRIPTION   OF    PLATE   XV. 

Illustrating  Dr.  AddinselFs  specimen  of  Chronic  Infective 

Metritis. 

Mass  of  round  cells  surrounding  a  vessel  and  invading  the  muscle-wall. 
High  power. 


Plate  XV 


Obstet.  Soc.  Trans.,  Vol.  XLMII. 


Illustrating  Dr.  Addinsell's  paper  on  Chronic  Infective  Metritis. 
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Hamilton  Bland^  who  placed  lier  in  a  nursing  home  and 
satisfied  himself  of  the  severity  of  the  haemorrhages  and 
the  length  of  time  they  lasted.  There  was  continuous 
bleeding,  varying  in  amount,  but  often  severe,  from 
January  12th,  1905,  to  March  5th. 

I  was  then  asked  to  see  her  in  consultation  with  Dr. 
Bland.  The  patient  was  profoundly  anaemic.  The  lips  and 
mucous  membranes  were  colourless.  She  was  wretchedly 
weak  and  looked  very  ill,  unable  to  take  any  exercise  or 
interest  in  her  surroundings  of  home,  and  confined  either 
to  bed  or  the  sofa.  Examination  revealed  nothing  ab- 
normal in  the  pelvis.  The  sound  was  not  passed,  but 
the  uterus  did  not  feel  enlarged.  All  the  usual  remedies 
of  ergot,  hamamelidis,  hydrastis,  douches,  and  curettage 
had  been  tried  and  found  wanting.  The  sister  of  the 
home  assured  me  of  the  alarming  quantity  of  the  haemor- 
rhage.     I  advised  hysterectomy. 

On  March  8th  I  removed  the  uterus  by  the  abdominal 
route,  leaving  both  ovaries.  Convalescence  was  without 
incident. 

A  year  has  now  passed.  The  benefit  to  the  patient^s 
health  is  most  gratifying.  She  is  now  a  perfectly  strong 
and  happy  woman  and  able  to  fulfil  all  her  duties. 

Examination  of  the  removed  organ  reveals  the  follow- 
ing changes :  The  walls  of  the  uterus  feel  rather  denser 
than  normal;  it  measures  less  than  three  inches  in 
length. 

Microscopical  examination  shows  the  following  changes : 
Under  the  low  power  attention  is  immediately  directed  to 
the  marked  perivascular  and  periglandular  proliferation 
of  small  round  cells.  These  cells  can  be  traced  along 
the  lines  of  vessels  and  in  many  places  show  a  tendency 
to  invade  the  muscle-wall,  making  their  way  into  the 
intermuscular  connective  tissue.  In  some  fields  there  are 
groups  or  masses  of  round  cells  occupying  quite  a  con- 
siderable area.  Wherever  the  glands  of  the  endothelial 
lining  membrane  dip  more  deeply  into  the  musculature 
there  are  to   be  seen  surrounding  these  invading  glands 
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many  small  round  cells.  The  higher  power  shows  the 
tendency  to  separation  of  the  bundles  of  muscle-fibres  by 
small  cells,  and  the  oedematous  condition  of  the  muscle- 
walls  is  well  marked.  There  are  many  dilated  lymphatics 
scattered  throughout  the  whole  area  of  the  musculature, 
and  evidence  of  inflammation  surrounding  these  dilated 
lymphatics  and  newly-formed  blood-vessels  is  everywhere 
abundant  by  the  groups  of  round  cells  surrounding  these 
structures.  Having  regard  to  the  age  of  this  patient,  the 
arteries  are  distinctly  thickened,  and  in  some  fields  there 
is  a  considerable  increase  in  the  number  of  quite  small 
vessels.  This  thickening  is  chiefly  in  the  riddle  coat,  but 
the  outer  coat  is  also  involved.  Many  vessels  are 
distorted  in  shape  and  some  almost  obliterated,  but  the 
most  striking  feature  is  the  increased  vascularity — that  is, 
greatly  augmented  number  of  small  vessels  distributed 
through  the  muscle-wall.  The  endometrium  is  scanty  in 
amount  though  normal  in  appearance,  save  in  that  part 
which  is  immediately  adjacent  to  the  muscle- wall.  Small 
groups  of  round  cells  may  be  seen,  and  can  be  traced  up 
along  the  line  of  invading  vessels  and  glands  into  the 
musculature.  With  this  solitary  though  important  ex- 
ception the  endometrium  is  normal. 

In  searching  the  literature  that  would  throw  any  light 
upon  this  condition,  I  find  there  are  recorded  isolated 
cases  or  small  groups  of  cases  by  various  authors  under 
various  titles. 

In  the  June  number  of  the  ^  Journal  of  Obstetrics  and 
Gynaecology  of  the  British  Empire,^  1905,  there  appears 
an  article  by  Dr.  Freeland  Barbour,  of  Edinburgh,  entitled 
"  Climacteric  Haemorrhage."  He  there  cites  an  interest- 
ing case  of  his  own,  where  there  was  marked  sclerosis  of 
the  uterine  vessels,  and  to  such  a  degree  that  the  vessels 
stood  out  on  section  of  the  organ. 

Mr.  Bland-Sutton,  in  the  'Lancet'  of  May  27th,  1905, 
refers  to  some  cases  under  the  title  of  "  Uterine  Fibrosis.^' 
The  chief  symptom  was  persistent  and  severe  haemorrhage 
which  necessitated  hysterectomy.      Again,  as  far  back  as 
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1899  he  says  in  the  '  British  Medical  Journal  ^  for  that 
year  :  '^  I  take  the  view  that  these  fibrotic  changes  are 
secondary  to  chronic  infective  metritis,  and  are  analo- 
gous to  that  curious  fibroid  change  (syphilitic)  which 
occurs  in  the  muscle-tissue  of  the  hearty  and  which  entails 
consequences  so  serious  as  sudden  death/' 

Dr.  Palmer  Findley,  in  the  '^  American  Journal  of 
Obstetrics/  vol.  xliii,  1901^  describes  some  cases  under 
the  title  of  "  Arterio-Sclerosis.'^  His  attention  seems 
to  have  been  confined  entirely  to  the  arterial  changes, 
though  he  incidentally  refers  to  the  changes  in  the 
muscle- wall,  saying  briefly,  "  There  was  atrophy  and 
degeneration  of  the  musculature.^'  Now,  in  all  cases 
that  were  quoted  by  Dr.  Palmer  Findley  the  patients' 
ages  are  given  as  from  forty  to  forty-nine.  Dr.  Barbour's 
case  of  climacteric  haemorrhage  was  forty-six  years  of  age. 

Gottschalk,  in  the  ^Archiv  fiir  Gynakologie/  vol.  Ixvi, 
1902^  quotes  two  cases  of  arteriosclerosis^  but  they  were 
sixty-one  and  fifty-six  years  of  age. 

It  is  clear,  therefore,  from  the  ages  given  by  the 
various  authors  I  have  quoted,  that  their  patients  were  at 
or  about  the  menopause. 

Now,  all  my  cases  may  be  fairly  described  as  young 
women.  The  youngest  was  twenty-nine  and  the  eldest 
thirty-four.  The  importance  of  this  is  easily  seen,  for  as 
age  advances  in  multiparous  women  and  the  menopause 
draws  near,  it  is  found  to  be  the  normal  condition  for  the 
arterial  walls  to  be  thickened.  The  ages  of  the  patients 
under  discussion  have,  therefore,  an  important  bearing  upon 
the  histological  changes.  Moreover,  none  of  my  patients 
were  multiparous. 

At  the  October  Meeting  of  the  Obstetrical  Society  I 
showed  a  uterus  (with  microscopical  sections)  which  had 
been  removed  for  tubercular  disease.  This  woman  suffered 
from  continuous  haemorrhage,  varying  in  amount  from  a 
mere  staining  to  occasional  flooding,  but  it  was  incessant. 
The  microscope  showed  tubercle  from  cervix  to  fundus  in 
the  endometrium,  but  in  addition  to  this  there  was  evidence 
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of  inflammation  affecting  the  whole  uterine  wall,  viz. 
much  increase  of  fibrous  tissue,  marked  perivascular  pro- 
liferation of  small  round  cells.  In  many  places  fibro- 
blasts are  in  the  process  of  formation.  This  particular 
case  is  interesting  as  it  was  originally  the  seat  of  tuber- 
cular disease,  but  as  this  patient  suffered  from  complete 
prolapse,  the  uterus  being  actually  outside  the  vulva,  it 
had  become  eventually  the  seat  of  a  mixed  infection,  as 
the  cervix  was  markedly  eroded  and  covered  with  foul 
septic  discharge. 

It  is  interesting  to  notice  the  distribution  of  the  tubercle. 
This  is  entirely  confined  to  the  endometrium,  whereas  the 
chronic  inflammation  of  the  uterine  wall  has  affected  it 
through  the  whole  of  its  structure.  The  most  advanced 
changes  are  to  be  seen  in  that  portion  of  the  wall  lying 
immediately  under  the  peritoneum,  whilst  it  is  evident 
from  the  changes  to  be  seen  in  that  portion  of  the 
muscle-wall  lying  nearest  the  endometrium  that  this 
structure  has  been  the  portal  through  which  infection  of 
the  uterine  wall  has  entered. 

Dr.  Freeland  Barbour  quotes  Kichelot,  who  draws  a 
distinction  between  arteriosclerosis  and  true  inflammation, 
for  he  says  :  "  The  former  depends  on  vascular  changes,  the 
latter  on  infection." 

That  infection  plays  a  very  important  part  in  the  con- 
dition now  being  discussed  seems  clear  from  the  following 
case  : 

Mrs.  F — ,  aged  31,  married  eleven  years,  had  never 
been  pregnant.  In  March,  1901,  the  period  did  not 
appear.  Hitherto  she  had  been  regular  every  twenty- 
eight  days  and  suffered  no  pain.  It  usually  lasted  four 
to  five  days. 

At  the  end  of  April  she  met  with  an  accident.  There 
was  violent  haemorrhage  which  reached  alarming  propor- 
tions. She  was  curetted  in  the  country.  This  was 
followed  by  a  severe  and  protracted  illness,  keeping  her 
in  bed  for  three  months. 

In  January,  1902,  I  saw  her  for  the  first   time.       She 
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told  me  that  since  lier  illness  she  had  been  bleeding  seven 
or  eight;  sometimes  ten  or  twelve,  days  at  each  period_,  and 
for  the  last  six  months  there  had  been  an  intermenstrual 
discharge,  which  was  gradually  increasing  in  severity,  and 
that  it  had  been  continuous  for  the  last  ten  weeks.  This 
was  confirmed  by  her  husband  and  her  maid.  She  was 
kept  in  bed  for  the  next  fortnight  in  order  that  I  might 
assure  myself  as  to  the  severity  of  the  haemorrhage.  The 
anaemia  from  this  continuous  loss  was  profound.  Abdo- 
minal hysterectomy  was  performed.  Examination  of  the 
uterus  revealed  a  similar  condition  to  that  described  in 
the  first  case. 

This  case  is  peculiarly  complete  in  that  we  have  the 
cause  originating  in  septic  inflammation  following  curet- 
tage for  what  was  probably  an  early  miscarriage.  This 
infection,  starting  at  the  endometrium,  has  invaded  the 
whole  of  the  uterine  muscle- wall.  This  patient  is  now 
completely  restored  to  health. 

My  attention  was  first  directed  to  this  condition  of 
chronic  infective  metritis  by  a  very  striking  case,  a  brief 
recital  of  which  may  be  of  interest. 

N.  L.  T — ,  aged  31,  was  married  at  20,  and  had  one 
child  eighteen  months  after  marriage.  She  first  consulted 
me  in  1897,  and  told  the  following  story  :  She  had  never 
been  well  since  the  birth  of  her  child,  which  was  then 
eight  years  old,  that  she  had  suffered  from  severe  leucor- 
rhoea,  that  her  periods  had  increased  both  in  quantity  and 
in  length  of  time  they  lasted,  and  that  she  was  unable  to 
stand  long  or  walk  far  on  account  of  a  continual  bear- 
ing down  pain  as  if  her  inside  were  coming  out.  For  the 
last  two  years  she  had  noticed  that  her  discharge,  which 
was  formerly  yellow,  was  nearly  always  tinged  with  blood. 

She  was  greatly  emaciated.  A  very  tall  woman 
standing  5  feet  11^  inches,  she  weighed  but  little  over 
7  stone.  She  was  profoundly  anaemic,  spent  most  of  her 
time  either  in  bed  or  on  the  sofa.  She  was  unable  even 
at  the  best  of  times  to  walk  half  a  mile.  She  had  passed 
through  the  hands  of  several  of  the  most  distinguished 
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gynaecologists  of  the  day.  She  had  been  curetted  three 
times,  had  had  two  rest  cures  of  six  weeks  each,  and  all 
of  no  avail. 

Examination  showed  perineal  laceration  almost  to  the 
rectum,  a  transverse  laceration  of  the  cervix  up  to  the 
vaginal  roof.  There  was  an  extensive  scar  in  the  vaginal 
roof  on  the  left  and  a  less  extensive  one  on  the  right. 
The  uterus  was  considerably  prolapsed.  The  cervical  lips 
were  completely  everted,  greatly  thickened,  and  bathed 
with  a   copious  discharge. 

In  consultation  with  the  late  Dr.  William  Playfair  it 
was  decided  to  perform  a  trachelorrhaphy,  colporrhaphy, 
and  a  perineorrhaphy.  This  was  accordingly  done.  At 
the  same  time  she  was  again  curetted.  For  some  six 
months  there  was  a  distinct  improvement. 

At  the  end  of  twelve  months  the  intermenstrual  hsemor- 
rhages  increased  in  severity  and  the  patient's  general 
health  was  distinctly  worse. 

At  this  time,  in  consultation,  Mr.  Bland-Sutton  advised 
hysterectomy,  to  which,  however,  I  did  not  agree,  and 
so  she  remained  in  this  unsatisfactory  condition,  drifting 
from  bad  to  worse  for  another  six  months,  when  it 
became  evident  that  delay  was  no  longer  justifiable.  I 
therefore  performed  vaginal  hysterectomy,  and  the  patient 
is  now  perfectly  well  and  restored  to  health. 

I  have  only  one  regret  in  connection  with  this  case, 
and  that  is,  that  I  did  not  accept  the  advice  of  Mr.  Bland- 
Sutton  when  he  first  proffered  it. 

The  following  are  the  pathological  notes  of  the  case, 
and  photographs  have  been  made  of  the  sections,  which 
well  illustrate  the  fibrotic  changes  which  have  occurred  : 
The  uterus  was  removed  by  vaginal  hysterectomy.  There 
was  a  transverse  laceration  of  the  cervix  extending  to  the 
vaginal  roof ;  both  anterior  and  posterior  lips  were  everted, 
greatly  thickened,  and  denuded  of  mucous  membrane. 
The  walls  felt  denser  and  firmer  than  normal.  There 
were  no  obvious  changes  of  the  endometrium,  but  a  very 
striking    alteration   of   the   muscle-wall   was    immediately 
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noticed  when  examined  under  the  microscope.  The  muscle- 
tissue  was  split  into  islands  with  broad  bands  of  fibrous 
tissue  running  in  all  directions.  In  places  this  fibrous 
overgrowth  was  dense  and  well  organised,  whilst  in  other 
places  it  was  undergoing  degeneration,  taking  the  stain 
badly,  and  looking  like  a  homogeneous  surface  studded 
with  small  perforations.  Many  of  these  are  probably 
dilated  lymphatics,  whilst  others  are  small  blood-vessels, 
for  corpuscles  may  be  seen  in  situ.  In  other  fields,  again, 
the  process  of  inflammation  is  evidently  more  recent,  for 
masses  of  round  cells  may  be  seen  surrounding  and  accom- 
panying blood-vessels,  and  separating  the  muscle-fibres 
and  evidently  invading  the  territory  of  the  musculature. 
Indeed,  there  are  observed  fibroblasts  in  process  of  forma- 
tion into  organised  fibrous  tissue. 

So  far  the  cases  recorded  illustrate  two  distinct  stages 
of  inflammation. 

It  will  be  remembered,  in  recording  the  histological 
changes  of  the  first  case,  the  chief  and  dominant  feature 
was  perivascular  and  periglandular  proliferation  of  round 
cells,  entering  the  muscle -wall  through  the  endometrium, 
tracking  along  the  vessels,  and  gradually  invading  the 
muscle-wall  itself. 

In  the  case  just  recorded  the  most  noticeable  feature  is 
the  extraordinary  overgrowth  of  fibrous  tissue  which  has 
separated  the  bundles  of  muscle-fibres  and  replaced  the 
muscle-tissue. 

In  the  next  case  the  histological  changes  are  those 
which  I  conceive  to  be  the  final  stage  of  chronic  infective 
metritis.  This  patient  was  thirty -one  at  the  time  she 
consulted  me  in  1901.  She  has  one  child,  aged  nine. 
There  was  a  history  of  a  miscarriage  four  years  previously 
to  my  first  seeing  her. 

About  this  time,  that  is  in  1897,  she  had  suffered  from 
an  acute  copious  yellow  discharge  and  painful  micturition, 
was  acutely  ill  for  some  weeks — giving,  in  fact,  the  history 
of  an  acute  attack  of  gonorrhoea.  From  the  time  of  this 
miscarriage    she    dates    her    illness.      The    haemorrhages. 
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which  up  to  that  time  had  lasted  five  or  six  days  and 
were  of  the  twenty-eight  day  type,  had  increased  to  an 
alarming  extent.  Intermenstrual  hasmorrhages  had  been 
frequent  and  severe.  The  woman  was  evidently  very  ill. 
On  one  occasion  the  haemorrhage  came  on  with  such 
severity  and  alarming  rapidity  that  she  had  to  be  lifted 
from  her  horse  and  laid  on  the  ground  in  the  hunting  field. 

I  saw  her  in  London  in  the  early  part  of  1901.  She 
lay  in  bed  for  six  weeks  with  continuous  haemorrhage, 
being  never  entirely  free,  though  sometimes  slight,  but 
oftener  very  severe.  She  had  been  curetted  six  months 
before.  The  doctor  in  the  country  who  came  up  to  town 
assured  me  of  the  alarming  extent  of  her  haemorrhages. 
All  the  usual  remedies  of  ergot,  rest,  hydrastis,  and  hot 
douches  were  tried.  At  the  end  of  six  weeks  the  bleeding 
became  markedly  less.  She  was  then  sent  to  Woodhall 
Spa  to  recover,  but  in  June  she  was  again  brought  up  to 
town  by  her  husband  and  her  medical  attendant  as  she 
had  suffered  from  another  severe  attack  of  hsemorrhage. 

Dr.  William  Playfair  saw  her  with  me  at  this  time  in 
consultation  and  advised  hysterectomy.  Dr.  Hugh  Playfair 
assisted  me  at  the  operation.  The  recovery  was  without 
incident,  and  she  is  now  restored  to  perfect  health. 

The  following  are  the  notes  of  the  histological  changes 
of  the  uterus :  It  measured  3  inches  in  length.  There  was 
nothing  noticeable  in  the  endometrium,  but  the  changes  in 
the  uterine  wall  are  the  most  remarkable  that  I  have  ever 
seen,  and  I  have  examined  a  very  large  number  of  uteri. 
There  is  under  the  low  power  very  extensive  degeneration 
of  the  whole  of  the  uterine  wall.  Scarcely  any  muscle- 
fibre  is  to  be  detected  at  all,  only  faint  traces  here  and 
there  are  to  be  found.  There  is  an  enormous  increase  of 
small  vessels  and  dilated  lymphatics.  In  whatever  part 
of  the  section  one  looks  it  is  literally  studded  with  small 
spaces.  The  arterial  walls  are  greatly  thickened,  and  this 
thickening,  as  is  almost  universally  the  case  in  all  instances 
that  I  have  examined,  is  chiefly  in  the  middle  coat,  and 
under  the  high  power  this  middle  coat  is  itself  undergoing 
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degenerative  changes.  In  some  parts  of  the  field  an 
exaggeration  of  that  condition  described  in  the  last  case 
may  be  seen.  Here  and  there  may  be  seen  the  remains 
of  muscle-tissue  arranged  in  small  patches.  There  has 
evidently  been  an  immense  overgrowth  of  intermuscular 
connective  tissue  which  has  undergone  degeneration.  This 
degeneration  closely  resembles  in  appearance  hyaline 
degeneration.  In  the  photographs  which  have  been  taken 
both  under  the  high  and  low  power  these  changes  that  I 
have  described  are  very  well  shown. 

The  haemorrhage  from  this  patient  was,  with  one  ex- 
ception, the  most  severe  that  I  have  ever  seen,  and  that 
exception  took  place  in  a  patient  of  Dr.  Eden^s,  a  good 
many  years  ago,  when  I  was  at  the  Chelsea  Hospital  for 
Women,  as  pathologist,  in  which  changes  very  similar  to 
those  I  have  described  were  found. 

From  a  study  of  the  clinical  history,  together  with  the 
pathological  changes  of  these  cases,  of  which  I  have 
selected  the  most  striking  as  illustrations,  I  have  arrived 
at  the  conclusion  that  chronic  infective  metritis  may  be 
responsible  for  the  haemorrhage  occurring  from  uteri  in 
which  no  malignant  disease  can  be  found,  and  which  are 
not  the  seat  of  fibro-myomata. 

In  all  the  cases  that  I  have  studied  there  has  been  a 
history  of  infection  of  some  sort  or  another. 

I  have  searched  diligently  and  spent  many  hours  in  the 
endeavour  to  discover  some  micro-organism,  but  hitherto 
I  have  not  satisfied  myself  sufficiently  to  be  able  to 
demonstrate  it,  although  in  some  of  the  slides  from  the 
first  case  that  has  been  described,  which  have  been 
stained  especially  for  micro-organisms  with  Grram,  I  have 
found  something  very  suspiciously  like  a  streptococcus. 

There  can  be  little  doubt  as  to  the  cause  of  infection 
in  the  last  patient.  She  was  evidently  a  victim  of  a 
gonococcal  infection  which  must  have  been  extremely 
acute  to  have  ^Tought  such  devastation  in  her  uterus  as 
can  be  demonstrated  by  the  microscope. 

In  the  earlier  part  of  this  paper  I  referred  to  the  age 
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of  the  patient  as  an  important  factor.  It  is  clear  that 
these  cases  stand  in  a  category  altogether  outside  the 
haemorrhages  of  the  climacteric  period  of  Dr.  Freeland 
Barbour's  case  or  of  the  arteriosclerosis  group  of  Dr. 
Palmer  Findley,  or  of  Gottschalk,  whose  patients  were  fifty- 
six  and  sixty.  Indeed,  if  the  reading  of  these  cases  be 
true,  age  has  nothing  to  do  with  the  condition. 

I  do  not  suggest  that  I  am  describing  a  new  disease. 
All  I  claim  is  that  these  cases,  instances  of  which  have 
probably  occurred  to  all  or  most  of  us,  merit  being  placed 
in  a  class  of  their  own,  and  I  have  suggested  the  title 
"  chronic  infective  metritis,"  because  it  appears  to  be  the 
most  inclusive  term,  and  consistent  with  general  pathology. 

It  is  true  that  Mr.  Bland-Sutton's  cases  of  fibrosis 
come  into  this  category,  but  the  term  "  fibrosis ''  would 
exclude  the  first  of  my  cases  and  the  last  of  them,  whereas 
I  cannot  help  thinking  that  his  is  only  one  stage,  and 
that  the  middle  stage  of  a  process  of  inflammation  of  the 
uterine  wall,  of  which  round-celled  proliferation  is  the 
first,  intermuscular  fibrosis  is  the  second,  and  degenera- 
tion of  this  fibrous  overgrowth  is  the  third  or  final  stage. 
That  these  three  stages  gradually  merge  the  one  into  the 
other  and  that  two  of  them  may  and  do  exist  in  the  same 
uterus  is  evident  from  a  close  study  of  the  histology  of 
these  cases,  for  in  my  first  case  there  is  evidence  by  a 
larger  grouping  of  round  cells  that  fibroblasts,  which 
eventually  develop  into  fibrous  tissue,  are  in  the  process 
of  doing  so;  and  in  the  second  case  where  the  fibrous 
tissue  is  the  most  prominent  feature,  there  are  fields 
illustrating  the  maturity  of  the  first  stage  and  the  infancy 
of  the  third,  but  the  case  which  affords  the  best  oppor- 
tunity for  studying  the  whole  process  of  inflammation  is 
provided  by  the  section  of  the  tubercular  uterus  which  I 
showed  at  the  October  meeting.  There  the  infection 
was  probably  primarily  tubercular.  I  say  probably  be- 
cause it  was  most  in  evidence  in  the  endometrium,  and 
the  history  of  tubercle  was  absolutely  complete  in  other 
organs  of  the  body,  but  this  is  by  no  means  certain,  for 
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the  patient  was  the  subject  of  complete  procidentia.  The 
uterus  was  outside  the  vulva.  It  was  exposed  to  a  mixed 
infection  and  might  easily  become  the  seat  of  tuberculosis 
superimposed  upon  an  already  diseased  organ,  but  in  any 
event  whether  the  tuberculosis  was  primary  or  secondary, 
the  histological  appearances  are  those  of  '^  chronic  infec- 
tive metritis. ^^ 

With  regard  to  treatment^  it  is  clear  that  after  all 
palliative  measures  have  been  tried  and  persevered  with 
hysterectomy  is  the  only  course  that  is  open  to  us. 

Drugs  and  curettage,  local  treatment  by  douches,  tam- 
pons of  glycerine  and  ichthyol,  and  various  intra-uterine 
medicaments  should  all  be  given  a  fair  chance;  but  if  the 
hasmorrhage  is  severe,  persistent,  and  uncontrollable,  then 
I  think  one  should  not  hesitate  to  advise  and  perform 
hysterectomy,  for  I  take  it  that  the  responsibility  of 
declining  to  perform  an  operation  of  the  necessity  for 
which  one  has  convinced  oneself  is  at  least  as  great  as 
the  responsibility  of  performing  an  operation  of  the  neces- 
sity for  which  one  is  in  doubt. 

Dr.  Blacker  thought  that  they  were  much  indebted  to 
Dr.  Addinsell  for  having  brought  this  important  subject  before 
the  Society  and  for  the  very  interesting  demonstration  he  had 
given  them.  The  subject  was  of  interest  from  both  the  clinical 
and  pathological  point  of  view — clinically  because  of  the 
difficulties  attending  the  treatment  of  these  cases,  and  patho- 
logically because  of  the  obscurity  which  enveloped,  not  only  the 
nature,  but  also  the  etiology,  of  the  changes  met  with  in  the 
uterine  tissues.  A  good  deal  of  confusion  had  been  introduced 
into  the  subject  by  the  fact  that  different  authors  had  described 
very  varying  conditions  under  the  same  name.  Indeed,  Dr. 
Addinsell  himself  had  not  lessened  the  confusion,  because,  whilst 
he  said  in  his  paper  that  the  condition  he  was  describing  was 
the  same  as  the  angiosclerosis  of  Palmer  Findley  and  others, 
yet  he  wished  to  label  it  by  the  new  name  of  "  chronic  infective 
metritis."  It  would  seem  that  there  were  at  least  fotu*  separate 
pathological  conditions  associated  with  the  one  symptom  of 
intractable  haemorrhage.  In  the  first  place,  there  was  the  con- 
dition of  angio-  or  arteriosclerosis  of  the  uterus,  met  with 
chiefly  m  women  at  or  near  the  menopause,  and  characterised 
by  hyperplasia  of  the  connective  tissue,  necrosis  of  the  muscle 
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elements,  hyaline  and  calcareous  degeneration  of  tlie  walls  of  the 
arteries,  and  marked  thickening  of  their  internal  coats.  Secondly, 
there  was  the  condition  of  which  two  very  interesting  examples 
had  been  recorded  by  Pozzi  and  Latteux,  with  some  very  good 
illustrations,  in  which  the  most  marked  change  was  a  great 
increase  in  the  elastic  tissue  in  the  walls  of  the  vessels  and  an 
increase  in  the  amount  of  elastic  tissue  in  the  intermuscular 
connective-tissue  spaces.  Pozzi,  who  called  his  cases  "  hsemor- 
rhagic  metritis,"  thought  that  the  change  in  the  vessels  was  the 
explanation  of  the  bleeding,  but  Szazs-Schwarz,  of  Buda-Pest, 
who  had  written  some  important  papers  on  the  pathology  of  the 
muscle-tissue  of  the  uterus,  had  pointed  out  that  the  changes 
described  by  Pozzi  were  to  be  found  in  the  uterus  of  every 
woman  who  had  borne  a  child,  and  that  the  amount  of  elastic 
tissue  present  increased  with  each  successive  pregnancy.  Thirdly, 
we  had  the  condition,  of  which  a  most  striking  example  had  been 
published  by  Szasz-Schwarz  himself,  in  which,  beyond  some 
general  enlargement  of  the  uterus,  there  was  no  morbid  condition 
demonstrable.  In  this  case  the  patient,  a  nun,  aged  38,  had 
the  uterus  removed  for  intractable  haemorrhage  after  having 
been  curetted  three  times  without  result.  On  removal,  the  organ 
was  found  to  be  rather  larger  than  the  virgin  uterus  usually  is 
at  that  age,  but  microscopical  examination  failed  to  show  any 
definite  morbid  change  in  the  muscular  tissue,  connective  tissue, 
or  the  mucous  membrane  of  the  uterus.  Fourthly,  there  was 
the  condition  which  Dr.  Addinsell  had  just  demonstrated  to 
them.  As  it  was  of  the  utmost  importance  that  they  should 
know,  in  discussing  this  question,  precisely  which  of  these 
various  conditions  they  were  really  dealing  with,  he  wished  to 
ask  Dr.  Addinsell  if  he  had  taken  the  precaution  to  cut  control 
sections  from  the  uteri  of  women,  of  the  same  age  as  his  patients, 
who  had  borne  children  but  who  had  not  had  pelvic  peritonitis, 
and  who  had  not  suffered  from  uncontrollable  haemorrhage ; 
also  if  he  had  taken  the  further  precaution  to  stain  some  of  his 
sections  with  the  special  stains  for  elastic  tissue,  such  as  that  of 
Weigert,  so  as  to  prove  that  he  was  not  dealing,  on  the  one  hand, 
with  the  effects  of  presenility  or,  on  the  other  hand,  with  the 
results  of  child-bearing.  Changes  quite  similar  to  those  described 
by  the  author  of  this  paper  had  been  described  by  various 
writers,  and  on  the  whole  they  seemed  divided  in  their  opinion 
as  to  whether  the  changes  were  due  to  some  infective  process  or 
merely  to  passive  congestion  of  the  uterus.  It  was  strange  if 
they  were  due  to  infection  that  most  of  the  changes  seemed  to  be 
situated  in  the  outer  layers  of  the  muscular  coats  and  not  in  the 
mucous  membrane  or  in  the  layers  of  muscle-tissue  immediately 
beneath  the  mucous  membrane.  They  were  situated,  therefore, 
precisely  in  that  part  of  the  utems  in  which  the  changes  due  to 
presenility  or  to  child-bearing  were  usually  found.     The  subject 
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was  one  of  great  difficulty,  mainly  owing  to  tlie  fact  that  our 
knowledge  of  the  changes  occurring  in  the  wall  of  the  uterus  as 
the  result  of  pregnancy  at  different  ages  was  still  very  incomplete. 
He  thought  that  more  evidence  must  be  forthcoming  than  that 
adduced  by  Dr.  Addinsell  before  it  would  be  possible  to  accept 
as  proved  the  view  that  these  changes  were  really  due  to  some 
form  of  infection.  With  regard  to  the  treatment  of  these  cases, 
there  was  one  very  valuable  mode  of  treatment  which  apparently 
Dr.  Addinsell  had  not  resorted  to,  namely  steaming  the  uterus. 
If  steaming  the  uterus  was  ever  justifiable  or  indicated,  it  was 
precisely  in  these  cases,  where  the  only  other  alternative  was 
hysterectomy,  that  it  should  be  carried  out.  In  the  last  edition 
of  '  Atmokausis  and  Zestokausis,'  by  Pincus,  there  were  numerous 
cases  of  this  kind  described,  in  which  very  good  results  were 
obtained  by  the  use  of  steam.  In  a  case  of  his  own  Dr.  Blacker 
had  used  this  mode  of  treatment  with  great  benefit  to  the 
patient.  She  was  a  lady,  aged  40,  who  had  had  four  chil- 
dren and  several  miscarriages,  and  had  suffered  from  excessive 
menorrhagia  for  many  years.  On  previous  occasions  she  had 
been  treated  with  intra-uterine  injections  of  some  iron  salt, 
apparently  the  perchloride,  and  she  had  also  been  curetted  by 
another  obstetrician  without  any  permanent  benefit.  In  July, 
1903,  when  Dr.  Blacker  saw  her,  the  periods  were  occui'ring 
every  three  weeks  and  lasted  eight  to  fourteen  days ;  the  loss 
was  very  severe  and  the  patient  was  practically  a  chronic  invalid. 
There  was  no  evidence  of  the  presence  of  any  fibro-myomata. 
The  uterus  was  curetted  and  steamed  for  ninety  seconds  with 
steam  at  a  temperature  of  120°  C,  and  for  the  next  two  or  three 
periods  the  loss  was  much  less.  In  October,  however,  the  amount 
of  blood  lost  was  even  more  than  before  the  operation,  so  in 
November  the  uterus  was  again  steamed,  without  curettage,  this 
time  for  ninety  seconds,  with  steam  at  a  temperature  of  120°  C, 
and  then,  after  an  interval  of  four  minutes,  for  120  seconds, 
with  steam  at  the  same  temperature.  Since  that  time — November, 
1903 — there  had  been  no  return  of  the  bleeding  and  the  patient 
was  now  in  the  best  of  health.  Dr.  Blacker  felt  sure  that  if  in 
any  future  oases  of  this  kind  Dr.  Addinsell  would  try  the  effect 
of  steaming  the  uterus,  if  necessary  repeated,  he  would  not  be 
compelled  to  resort  to  hysterectomy. 

Dr.  Griffith  said  that  everyone  must  agree  with  Dr.  Addin- 
sell that  there  is  a  very  small  group  of  cases  of  uncontrollable 
haemorrhage  for  which  hysterectomy  is  the  only  cure.  The 
greatest  care  was  needed  in  the  selection  of  these  cases,  as  there 
appeared  to  be  a  tendency  on  the  part  of  some  surgeons  to 
remove  the  uterus  in  cases  of  simple  haemorrhage,  in  which 
ordinary  treatment  had  not  been  tried.  To  perform  hysterectomy 
in  a  case  of  simple  subinvolution  was  absolutely  unjustifiable. 
Dr.    G-riffith   did    not   agree   with   the   pathological    views    of 
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Dr.  Addinsell.  His  numerous  photograplis  were  intended  to 
show  three  types  of  microscopic  changes  in  structure,  two  of 
which  were  amply  demonstrated — the  changes  in  and  around 
vessels  and  changes  in  and  around  the  muscular  tissue,  while 
the  changes  in  the  glands  which  he  described  were  not  shoAvn  by 
the  sections.  Dr.  G-riffith  was  not  prepared  to  accept  these 
changes  of  structure  as  peculiar  to  the  cases  of  intractable 
haemorrhage,  for  they  were  commonly  seen  in  many  other  con- 
ditions. He  could  not  accept  the  infective  theory,  for  in  the 
numerous  cases  of  direct  infective  inflammation  that  he  had  seen 
this  kind  of  haemorrhage  was  unknown. 

Dr.  Eden  said  he  agreed  with  the  criticism  offered  on 
Dr.  Addinsell's  paper  by  Dr.  Blacker.  He  could  not  accept  the 
view  that  the  changes  in  the  uterine  musculature  shown  by 
Dr.  Addinsell  were  inflammatory  in  their  nature.  The  three 
important  changes  which  the  author  had  demonstrated  were — 
(1)  obliterative  endarteritis  ;  (2)  increased  vascularity  as  shown 
by  the  large  number  of  vessels ;  (3)  (in  some  of  the  sections) 
areas  of  degeneration.  None  of  these  changes  were  necessarily 
inflammatory,  and,  as  a  matter  of  fact,  they  had  all  been 
previously  demonstrated  in  the  tissues  of  uterine  fibroids,  and 
in  the  muscular  wall  adjacent  to  them,  in  cases  where  there  was 
no  evidence  of  the  presence  of  any  inflammatory  process.  He 
doubted  whether  the  author's  sections  really  showed  round-celled 
infiltration  of  the  tissues  of  the  muscular  wall.  The  real  difficulty 
in  interpreting  histological  detail  in  the  uterine  wall  was  due  to 
the  fact  that  no  precise  study  had  ever  been  made  of  the  uterine 
tissues  at  different  stages  of  the  fertile  period  of  life.  The  same 
difficulty  had  at  one  time  been  met  with  in  the  case  of  the 
placenta,  with  very  confusing  results,  for  appearances  at  one 
time  regarded  as  pathological  were  ultimately  shown  to  be  of 
constant  occurrence  in  the  healthy  organ  at  certain  periods  of  its 
growth.  Until  such  a  study  of  the  uterus  had  been  made  he  did 
not  think  the  appearances  shown  by  Dr.  Addinsell  could  be 
rightly  interpreted.  At  the  same  time,  Dr.  Addinsell  deserved 
great  credit  for  the  careful  manner  in  which  he  had  observed 
and  recorded  his  cases. 

Dr.  Addinsell  thanked  the  President  and  the  other  speakers 
for  the  kindly  tone  of  their  criticisms  ;  he  was  anxious  to  submit 
the  work  upon  which  he  had  been  engaged  for  some  time  past 
to  their  judgment,  and  he  was  not  plunged  into  despair  by  their 
remarks.  The  whole  question  turned  upon  the  significance  of 
the  round-cell  proliferation  that  he  had  demonstrated.  Dr.  Eden 
and  Dr.  Blacker  seemed  to  regard  them  as  stroma  cells — or  at 
any  rate  thought  they  might  be — but  no  one  had  shown  that 
they  were  present  in  the  normal  multiparous  uterus,  and  he 
(Dr.  Addinsell)  had  examined  many  multiparous  uteri  removed 
post  mortem  with  the  express  object  of  determining  their  presence 
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or  absence,  and  had  never  yet  found  tliem  ;  moreover,  the  clinical 
history  was  quite  clear  in  all  his  cases  of  the  source  of  infection, 
but,  to  his  mind,  the  question  was  placed  beyond  dispute,  in 
some  cases  at  any  rate,  by  the  character  of  the  cell  itself,  which 
was  in  many  instances  polynuclear  and  manifestly  inflammatory. 
Dr.  Addinsell  further  drew  attention  to  the  infective  metritis 
that  followed  the  infection  of  a  fibroid  which,  when  it  became 
septic,  infected  the  uterine  wall  in  exactly  the  same  manner  as 
occurred  in  the  cases  under  discussion.  He  hoped  to  be  able  to 
demonstrate  this  point  to  the  Society  on  a  future  occasion. 


MAY  2nd,  1906. 

W.  R.  Dakin,  M.D._,  President,  in  the  Chair. 

Present — 31  Fellows. 

Books  were  presented  by  the  Massachusetts  General 
Hospital  Staff,  Prof.  Yicarelli,  Dr.  Emmet,  and  Dr.  Russell 
Andrews. 

George  Ernest  Aubrey,  M.B.,  B.S.Lond.  (Chelmsford), 
was  declared  admitted. 

Evelyn  Lancelot  Adams,  M.D.,  B.S.Lond.  (Croydon), 
and  Ida  Russell  Shields,  M.B.,  B.S.Lond.,  were  elected 
Fellows  of  the  Society. 


THREE  CASES  OF  EPITHELIOMA  OF  THE  VULVA, 
WITH  AFTER-HISTORIES. 

By  Arthuk  H.  N.  Lewers,  M.D.,  F.R.C.P. 

Case  1. — P.  J — ,  a  married  woman,  aged  47,  was 
admitted  into  the  London  Hospital  on  December  5th, 
1896.  She  had  been  married  twenty-four  years,  and  had 
had  five  children,  the  last  eleven  years  previously,  also 
three  miscarriages,  the  last  eight  years  previously.  The 
catamenia  had  been  regular  every  four  weeks  until  the 
beginning   of   1896.      From  January   to  March  "nothing 
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was  seen  '^  and  she  had  thought  herself  pregnant.  Two 
normal  periods,  however,  followed  in  April  and  May. 
Since  that  time  there  had  been  amenorrhoea  up  to  the 
time  of  her  admission. 

Family  history. — Her  father  died  at  72  of  apoplexy  ; 
her  mother  is  still  alive,  aged  51. 

Previous  history. — She  was  born  in  Bristol,  and  lived 
there  till  she  married,  in  1873.  She  had  lived  all  her 
married  life  in  the  East  of  London.  At  about  the  age  of 
eighteen  she  suffered  from  marked  debility,  and  about  that 
time  also  was  said  to  have  had  typhus  fever.  After  the 
birth  of  the  second  child,  in  1877,  she  had  an  attack  of 
eczema,  affecting  the  soles  and  the  palms,  which  lasted 
six  months,  and  another  attack  of  it,  lasting  about  four 
months,  during  her  third  pregnancy  in  1879.  She 
appeared  also  to  have  suffered  from  attacks  during  the 
seven  years  prior  to  her  admission. 

She  was  perfectly  well  up  to  September,  1895.  She 
then  had  a  swelling  the  size  of  a  hen's  Qgg  underneath 
the  left  knee,  and  at  the  same  time  she  had  a  bad  bilious 
attack.  She  was  treated  for  this,  and  the  swelling 
disappeared.  During  the  same  months  some  small  warts 
made  their  appearance — five  on  the  back  of  the  left  hand, 
five  on  the  right  cheek,  and  three  on  the  right  labium 
majus.  Those  on  the  hand  and  cheek  were  scraped  away 
by  the  patient  herself  with  the  finger-nail,  and  the  scars 
left  from  this  looked  like  small  burns.  Since  that  time 
all  traces  of  the  warts  on  the  cheeks  and  hands  had  dis- 
appeared. The  warts  on  the  vulva,  however,  had  remained 
quite  small  until  July,  1896  ;  then  they  began  to  increase 
in  size,  and  finally  coalesced,  forming  a  single  patch. 
There  was  little  or  no  pain  until  ulceration  occurred,  which 
was  about  the  beginning  of  October,  1896. 

On  admission  she  complained  of  a  sore  place  in  the 
external  genitals,  of  a  dragging  pain  in  the  right 
groin,  and  of  shooting  pains,  like  knives,  in  the  external 
parts. 

On  examination, — On  the  right  side  of  the  vulva  there 
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was  seen  an  ulcerated  surface  of  an  oval  shape,  measuring 
two  inches  long  by  one  inch  broad.  The  edge  was  raised, 
and  somewhat  everted.  The  patch  was  very  markedly 
indurated.  The  skin  up  to  the  edge  of  the  growth  was 
normal.  The  ulcer  involved  the  right  labium  minus 
slightly.  The  glands  in  the  right  groin  could  be  felt,  but 
were  not  markedly  enlarged.  On  vaginal  examination 
nothing  abnormal  was  detected. 

I  first  saw  her  on  October  29th,  1896,  and  a  second 
time  on  December  3rd.  The  sore  place  on  the  external 
genitals  in  the  interval  had  rapidly  increased  in  size,  and 
she  was  advised  to  come  into  hospital  for  operation. 

Operation,  December  7th,  1896. — The  oval  patch  on  the 
right  labium  was  freely  removed  by  means  of  Paquelin's 
cautery,  a  fair  margin  of  apparently  healthy  tissue  around 
it  being  taken  away  at  the  same  time.  The  wound  was 
dressed  with  iodoform  gauze,  and  left  to  granulate  up.  At 
the  same  time  the  glands  in  the  right  groin  were  removed. 

The  patient  did  quite  well  and  left  the  hospital  on 
January  2nd,  1897. 

She  was  re-admitted  on  December  9th,  1898,  complaining 
of  a  small  growth  in  the  external  genitals.  This  second 
growth  began  as  a  small  pimple,  which  was  first  noticed 
in  the  September  of  1898,  and  had  increased  slowly,  com- 
pared ^vith  the  former  growth,  up  to  the  date  of  her  re- 
admission.  The  patient^s  attention  was  drawn  to  the 
pimple  by  noticing  a  slight  reddish  discharge.  Previous 
to  this  she  had  "seen  nothing"  for  eighteen  months. 

State  on  admission. — On  examination  a  small  gro"wi;h 
the  size  of  a  cobnut  was  seen  on  the  left  side  of  the  vulva. 
The  growth  was  hard,  and  movable,  and  rather  tender  when 
touched. 

Operation. — She  was  anaesthetised  on  December  11th, 
1898,  and  the  nodule  was  freely  excised  with  Paquelin's 
cautery.  No  enlarged  glands  were  felt  in  the  left  groin, 
and  nothing  further  was  done. 

She  went  out  on  December  23rd,  1898. 

Re-admitted  January  2Qth,  1899. — She  was  re-admitted 
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on  tins  date  for  the  purpose  of  having  the  glands  in  the 
left  groin  removed.  This  was  done  on  January  28th, 
1899.  The  wound  left  by  the  operation  on  December  11th, 
1898,  had  not  quite  healed,  and  the  surface  of  it  was  hard 
and  bled  readily.  This  portion  of  tissue  was,  therefore, 
excised  with  the  cautery,  and  the  base  of  the  wound  left 
was  freely  cauterised. 

The  patient  went  out  on  February  17th,  1899.  The 
wounds  were  then  soundly  healed. 

Re-admitted  March  1th,  1901. — For  the  preceding  few 
days  she  had  noticed  soreness  and  irritation  about  the 
vulva,  and  there  had  been  a  slight  discharge  containing 
blood.  She  also  had  had  some  pain  on  micturition,  because 
the  urine  caused  the  sore  place  in  the  vulva  to  smart. 

(I  had  seen  her  three  months  before  she  was  re-admitted, 
and  there  was  then  no  evidence  of  recurrence.) 

Present  state  {March  9th,  1901). — On  the  left  side  on 
the  inner  surface  of  the  labium  majus  there  was  a  raised 
red  patch  about  the  size  of  a  threepenny-piece.  It 
was  very  tender.  Farther  towards  the  middle  line  there 
were  two  small  nodules  the  size  of  a  pin^s  head.  On  the 
opposite  side  the  skin  was  excoriated  and  tender  where  in 
contact  with  the  growth  on  the  left  side.  Very  little 
infiltration  was  felt  round  the  growth.  No  enlarged 
glands  were  felt. 

On  the  same  date  the  patch  described  was  freely  excised 
with  Paquelin^s  cautery,  and  the  adjacent  raw  surfaces 
were  also  freely  cauterised. 

To  summarise  the  operations : 

The  first  operation  was  on  December  7th,  1896.  At 
this  the  growth  in  the  vulva  was  removed,  and  also  the 
glands  in  the  right  groin. 

The  second  operation  was  on  December  11th,  1898.  At 
this  a  growth  in  the  vulva  was  removed. 

The  third  operation  was  on  January  28th,  1899.  At 
this  the  tissue  in  the  region  of  the  wound,  which  had  not 
healed  and  was  hard  and  suspicious-looking,  was  removed, 
and  also  the  glands  in  the  left  groin. 
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The  fowrth  operation  was  on  March  9th^  1901.  At  this 
a  recurrent  patch  in  the  vulva  was  removed. 

Since  that  time  I  have  seen  the  patient  occasionally 
and  examined  her,  and  on  each  occasion  she  has  been 
quite  well,  with  no  sign  of  recurrence.  The  last  occasion 
on  which  I  examined  her  was  March  8th,  1906,  five  years 
almost  to  the  day  since  the  date  of  her  fourth  and  last 
operation. 

Microscopical  examination  of  the  growth  shows  it  to  be 
a  squamous  epithelioma. 

Case  2. — E.  E — ,  a  married  woman,  aged  52,  was  sent 
to  see  me  by  Dr.  Jacobs,  of  Lee,  on  August  28th,  1899. 
She  had  been  married  twenty-seven  years,  and  had  had 
four  children,  the  last  eleven  years  previously,  also  two 
or  three  miscarriages,  all  before  the  date  of  the  last 
confinement. 

Present  illness. — She  complained  of  having  had  a 
^^  peculiar  swelling  "  and  "  appearance  "  about  the  private 
parts  for  some  months.  She  had  had  pain  in  the  region 
of  the  swelling  for  eight  weeks,  and  a  brownish-yellow 
discharge  for  about  the  same  time.  Micturition  had  also 
been  painful  for  a  few  weeks.  The  catamenia  had  always 
been  regular  every  four  weeks,  lasting  five  days,  and  the 
loss  had  been  rather  profuse,  more  especially  the  last  few 
years.  She  did  not  think  she  had  become  thinner.  Her 
father  died  of  cancer  of  the  liver. 

Present  state. — On  examination  a  rounded  projecting 
growth  was  seen  in  the  region  of  the  glans  clitoridis 
slightly  to  the  right  of  the  middle  line.  Its  surface  was 
slightly  warty  and  the  growth  was  superficially  ulcerated. 
The  growth  measured  1  inch  from  before  back  and  -J  inch 
transversely.  The  upper  portion  of  the  growth  was 
separated  from  the  lower  portion  by  a  deep  natural  fissure, 
which  was  not  ulcerated.  The  growth  was  hard,  and 
dusky-red  where  ulcerated.  It  did  not  bleed  very  readily 
on  touching.  Its  base  seemed  quite  free  from  the  sub- 
jacent tissues.     The  skin  of  the  vulva  within  the  labia 
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majora  as  far  back  as  the  termination  of  the  nymphae  was 
whitish  and  had  a  macerated  appearance.  The  glands  in 
the  right  groin  could  be  distinctly  felt^  two  or  three  of 
them  seemed  enlarged.  One  enlarged  gland  was  felt  in 
the  left  groin. 

The  patient  was  admitted  into  the  London  Hospital 
for  operation  on  August  30th,  1899.  Her  weight  on 
admission  was  7  st.   13  lb. 

Operatioji  (September  1st,  1899).  —  The  projecting 
growth  above  described  was  held  up,  and  freely  dissected 
from  its  surroundings  with  Paquelin's  cautery,  a  portion 
of  apparently  healthy  skin  and  tissue  being  removed  with 
the  growth  in  each  direction.  The  wound  so  made  was 
also  freely  cauterised.  The  glands  were  also  removed 
from  both  groins. 

The  patient  left  the  hospital  on  September  23rd,  1899. 

Subsequent  history. — I  saw  this  patient  several  times 
during  the  eighteen  months  after  her  operation — the  last 
occasion  being  on  February  2nd,  1901.  Her  weight  then 
was  8  st.  6  lb.  6  oz.  At  that  time  the  external  genitals 
seemed  quite  healthy,  and  no  sign  of  any  growth  could 
be  found  in  the  groins,  or  elsewhere. 

I  was  afraid  I  had  lost  sight  of  her  as  she  had  removed 
from  where  she  had  been  living  at  the  time  of  the  opera- 
tion, but  through  the  kindness  of  Dr.  Jacobs  I  obtained 
her  present  address.  She  wrote  to  me  in  a  letter,  dated 
March  11th,  1906,  and  said,  "  I  have  not  been  troubled 
at  all  again  with  my  old  complaint,  and  my  general 
health  is  on  the  whole  good.'^ 

In  this  case,  therefore,  the  interval  without  recurrence 
is  six  years  and  a  half. 

Microscopical  examination  of  the  growth  shows  it  to 
be  a  squamous  epithelioma. 

Case  3. — A.  F — ,  a  married  woman,  aged  34,  was  ad- 
mitted into  the  London  Hospital  on  March  16th,  1905.  She 
had  been  married  ten  years  and  had  had  two  children — 
the  last  five  years  previously — and  no  miscarriages. 
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History  of  the  present  illness. — She  first  noticed  a 
small  lump  in  the  private  parts  between  September  and 
November,  1904 ;  it  was  then  about  the  size  of  a  hazel- 
nut. For  one  month  the  lump  grew  rapidly^  and  spread 
till  it  attained  the  size  of  a  five-shilling  piece.  She  had 
had  some  pain  on  micturition  at  first,  but  none  lately. 
She  had  always  had  some  slight,  blood-stained  discharge 
since  the  lump  was  first  noticed.  She  had  had  no  similar 
sores  elsewhere.  She  had  had  no  rash,  loss  of  hair,  or 
sore  throat.  She  had  had  pain  in  the  lump  at  times.  The 
catamenia  began  at  sixteen,  and  were  quite  regular  every 
twenty-eight  days,  till  the  beginning  of  July,  1904,  since 
when  she  has  '^  seen  nothing.^^  She  believes  herself  to 
be  eight  months  pregnant. 

Present  state  (March  17th,  1905). — The  gravid  uterus 
occupies  the  greater  part  of  the  abdomen,  its  size  corre- 
sponding to  eight  months^  pregnancy. 

On  vaginal  examination. — On  the  posterior  part  of  the 
right  labium  majus  there  was  seen  a  kidney-shaped, 
raised,  red  patch,  superficially  ulcerated,  measuring  2|-  by 
l-g-  inches.  It  had  a  raised,  everted  edge,  with  a  fair 
amount  of  induration  round  it.  The  patch  also  involved 
the  fourchette.  Some  enlarged  glands  were  felt  in  the 
left  groin,  parallel  to  Poupart's  ligament,  but  none  were 
felt  in  Scarpa's  triangle.  On  the  right  side  enlarged 
glands  were  felt  in  both  positions. 

On  March  20th  a  bright  papillary  rash  was  seen  on  both 
cheeks,  and  on  the  forehead. 

March  28th. — The  patient  has  had  eleven  days'  treatment 
with  Hyd.  c.  Cret.,  gr.  1,  four  times  a  day.  The  patch 
on  the  vulva  is  unafltected.  Enlarged  glands  are  felt  in 
Scarpa's  triangle  running  parallel  to  vessels  on  the  right  side. 

Operation  (March  31st,  1905). — I  cut  out  the  patch 
-widely  with  Paquelin's  cautery,  many  vessels  requiring 
ligature  and  many  encircling  sutures  of  catgut  were  used 
also.  I  thoroughly  cauterised  the  base  and  edges  of 
skin  adjacent  to  the  wound.  Sections  of  growth  showed 
squamous-celled  epithelioma. 
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April  4t}i,  1905. — Labour  came  on,  and  slie  was  nor- 
mally delivered  of  a  male  living  child. 

On  May  4th,  1905,  the  glands  in  both  groins  and  in 
Scarpa's  triangle  were  removed.  Those  on  the  right  side 
were  obviously  affected,  and  those  on  the  left  were 
apparently  not  affected.  These  wounds  healed  well,  and 
the  patient  was  discharged. 

Re-admitted  June  19th,  1905. — The  scars  in  the  groins 
were  healthy.  There  was  local  recurrence  in  the  region 
of  the  right  labium  majus.  The  growth  measured  2 
inches  by  li  inches.  Its  inner  part  involved  the  vestibule, 
and  frasnum  and  prepuce  of  the  clitoris.  The  growth 
was  freely  excised  on  June  20th,  with  Paquelin's  cautery, 
and  left  to  granulate  up. 

On  July  4th  the  surface  was  granulating  nicely ;  no 
hard  area  was  felt.      She  was  discharged  on  July  8th. 

I  never  saw  her  again  ;  but  the  Sister  in  the  ward 
heard  she  had  died  with  recurrence  within  three  or  four 
months  of  leaving  the  hospital.  She  was  in  hospital  again 
for  treatment  with  X  rays  under  my  colleague  Dr.  Sequeira 
from  August  11th  to  September  9th,  without  benefit. 

Remarks. — The  history  of  Case  1  shows  very  well  that 
local  recurrence  in  cases  of  epithelioma  of  the  vulva  is  not 
necessarily  of  unfavourable  significance.  Three  operations 
were  performed  on  recurrent  patches  in  the  vulva  subse- 
quent to  the  first,  at  an  interval  of  about  two  years  aa 
regards  the  second  and  fourth  ;  yet  an  interval  of  five 
years  without  any  sign  of  recurrence  has  followed  the 
fourth  operation.  Such  a  history  is  in  striking  contrast 
to  what  is  met  with  when  recurrence  takes  place  after 
radical  operations  for  cancer  of  the  cervix.  In  the  latter 
disease  the  first  operation  is  the  only  one  likely  to  be 
productive  of  prolonged  or  permanent  benefit.  Little  or 
no  benefit  is  likely  to  follow  operative  treatment  if  the 
disease  has  once  recurred. 

As  regards  Case  2,  there  was  only  one  operation,  and 
this  has  been  followed  by  six  years  and  a  half  without 
recurrence. 
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Case  3  is  remarkable  in  being  an  instance  of  epithelioma 
of  the  vulva  occurring  in  a  patient  no  more  than  thirty- 
four  years  of  age.  The  progress  of  the  disease  was 
unusually  rapid  in  spite  of  what  appeared  to  be  complete 
removal  of  the  gro-svth  on  two  occasions,  and  in  spite  of 
the  removal  of  the  lymphatic  glands  on  both  sides.  The 
whole  course  of  the  disease^  from  the  time  when  it  was 
first  noticed  till  the  fatal  termination,  was  only  a  period 
of  some  twelve  months.  It  seems  probable  that  in  this 
case  the  pregnancy  may  have  exerted  an  unfavourable  effect 
on  the  disease,  stimulating  it  to  an  unusually  rapid 
progress.  Incidentally  it  may  be  noticed  that  the  first 
operation  was  followed  by  the  occurrence  of  labour  four 
days  later,  showing  how  likely  labour  is  to  be  induced  by 
slight  operations  on  the  external  genitals.  This  effect  was 
regarded  as  extremely  probable,  but  the  probability  that 
labour  would  occur  was  disregarded,  as  the  patient 
was  eight  months  pregnant,  and  also  on  account  of 
the  urgent  necessity  of  removing  the  growth  without 
delay.  This  case  is  also  an  example  of  a  case  of  super- 
ficial carcinoma,  which  was  not  at  all  improved  by  the 
X-ray  treatment.  She  had  thirteen  sittings,  each  lasting 
ten  minutes.  From  the  superficial  position  of  the  growth 
it  would  have  appeared  to  be  rather  a  favourable  case 
for  this  particular  form  of  treatment. 

It  will  have  been  noticed  that  in  removing  the  growth 
from  the  vulva  in  all  cases  Paquelin's  cautery  was 
used.  I  think  it  is  a  better  instrument  for  the  purpose 
than  the  knife  or  scissors.  The  subsequent  sloughing 
must  be  an  advantage  in  removing  possible  outlying  islets 
of  growth  that  would  probably  escape  removal  in  perform- 
ing a  neat  operation  with  the  knife  to  be  followed  by 
primary  union. 

Mrs.  Boyd  congratulated  Dr.  Lewers  on  the  results  obtained 
in  his  cases.  She  had  herself  operated  on  several  patients 
^vith  epithelioma  of  the  vulva.  One,  operated  on  eleven  years 
ago,  where  there  was  no  obvious  enlargement  of  glands,  needed 
a  second  operation  within  two  or  three  months   for  a  slight 
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recurrence  in  the  scar,  and  had  since  then  remained  well  up  to 
the  present  time.  In  a  second  case,  where  the  disease  partook 
rather  of  the  character  of  a  wart  without  induration  of  the  base 
and  without  involvement  of  glands,  a  free  excision  was  made, 
and  the  patient,  an  old  woman,  aged  75,  remained  well  for 
some  nine  years.  She  then  reappeared  with  malignant  ulceration 
of  the  scar.  In  several  cases  she  had  been  disappointed  by 
recurrences  in  glands  where  the  local  condition  remained  satis- 
factory. She  thought  wide  excision  of  the  growth  by  the  knife, 
mth  suture,  generally  resulted  in  primary  union  if  temporary 
drainage  of  the  bladder  by  stationary  catheter  was  adopted,  and 
she  considered  this  method  preferable  to  removal  by  the  cautery, 
which  left  a  painful  and  slowly  healing  wound.  The  glands,  if 
enlarged,  should  certainly  be  removed.  She  had  not  always 
removed  the  inguinal  glands  as  a  routine  matter,  if  not  palpable. 

Dr.  Herbert  Spencer  supposed  that  these  three  cases  repre- 
sented but  a  small  proportion  of  the  cases  which  Dr.  Lewers  had 
treated.  He  (Dr.  Spencer)  had  formed  an  opinion  that  the 
prognosis  was  grave.  He  (Dr.  Spencer)  did  not  think  he  had 
treated  more  than  ten  cases.  One  had  remained  well  for  eight 
and  a  half  years,  and  another  was  well  three  years  after  operation, 
and  might  be  so  still.  In  another  case  several  operations  had 
been  performed  and  the  patient  now,  thirteen  years  after  the 
first  operation,  had  recurrence  in  the  pelvic  glands.  The  degree 
of  malignancy  varied  a  good  deal,  and  a  note  by  Dr.  Fairbairn 
in  the  May  number  of  the  '  Journal  of  Obstetrics  and  Gynaecology 
of  the  British  Empire,'  dealing  with  some  cases  from  Landau's 
clinic,  showed  that  local  recurrences  might  occur  after  five  and  a 
half  years.  Before  reading  this  note  he  had  thought  that  cases 
in  which  the  glands  were  affected  always  recurred.  He  did  not 
think  the  cautery  was  so  good  as  the  knife  in  these  cases ;  he 
had  used  it  to  check  haemorrhage  from  the  crura  of  the  clitoris, 
but  preferred  to  excise  the  growth  with  the  knife.  In  his  opinion 
the  whole  of  the  vulva  should  be  removed,  so  as  to  get  rid  of  the 
leukoplakial  skin  which  was  usually  present.  He  thought,  also, 
it  was  well  to  remove  the  inguinal  glands,  although  a  complete 
removal  was,  he  thought,  practically  impossible. 

Dr.  Inglis  Parsons  said  it  was  now  known  that  cancer  could 
be  inoculated.  If  the  knife  were  used  to  remove  the  growth, 
it  might  pass  through  some  small  islet  of  growth,  although 
apparently  clear  of  the  tumour,  and  by  this  means  inoculate 
some  healthy  tissue.  He  believed  many  recurrences  were  pro- 
duced in  this  way.  With  the  cautery  this  was  impossible.  He 
quite  agreed  with  Dr.  Lewers  that  it  was  by  far  the  best  method 
when  possible,  and  had  in  his  hands  produced  much  better  results 
than  the  use  of  the  knife. 

Dr.  Lewers,  in  reply,  said  that  he  thought  Paquelin's  cautery 
was  a  better  instrument  for  operating  in  the  cases  than  the  knife, 
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as  the  subsequent  sloughing  removed  a  layer  of  tissue  bevond 
the  line  of  section.  This  sloughing,  of  course,  did  not  occur  if 
the  knife  were  used.  The  cautery  had  the  advantage,  also,  that 
less  blood  was  lost,  a  particular  advantage  when  operating  in 
such  a  case  as  No.  3,  where,  owing  to  the  pregnancy,  the  parts 
were  extremely  vascular. 


TWO  SPECIMENS  OF  LARGE  UTERINE  FIBROIDS 
UNDERGOING  NECROBIOSIS  OR  RED  DE- 
GENERATION. 

Shown  by  Dr.  Lewers. 

In  Dr.  Fairbairn^s  interesting  paper  on  this  subject  in 
the  ^Journal  of  Obstetrics^  for  1903  nineteen  examples  of 
this  degeneration  of  fibroids  are  dealt  with.  In  the  greater 
number^  fourteen  out  of  the  nineteen,  the  patients  from 
whom  the  specimens  had  been  removed  had  been  previously 
pregnant.  In  the  two  specimens  I  show  this  evening,  as 
regards  the  first  the  patient  had  had  four  children,  while 
in  the  second  case  the  patient  was  a  nullipara. 

In  the  first  case  symptoms  appear  to  have  begun  during 
a  pregnancy.  At  all  events,  the  patient  had  pain  in  the 
abdomen  and  vomiting  throughout  the  whole  pregnancy, 
and  after  the  labour  she  was  feverish  and  had  great  pain 
in  the  abdomen,  compelling  her  to  remain  in  bed  six  weeks. 

In  the  second  case,  that  of  the  nullipara,  pain  in  the 
abdomen  was  the  first  symptom,  and  retention  of  urine. 
In  this  case  monorrhagia  was  a  marked  feature,  and  the 
patient  when  admitted  to  the  hospital  was  profoundly 
anaemic.  A  curious  feature  in  this  case  was  the  transient 
presence  of  pus  in  the  urine,  and  equally  in  the  urine 
secreted  by  each  kidney ;  after  nine  days^  rest  in  bed  and 
before  the  operation,  the  urine  became  quite  normal. 

An  interesting  question  is  as  to  the  relation  this  red 
degeneration  bears,  if  any,  to  the  sloughing  e7i  masse  of 
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interstitial  fibroids  that  occurs  occasionally.  Is  the 
sloughing  a  later  stage  of  this  red  degeneration^  or  is  it 
brought  about  in  some  other  way  ? 

The  notes  of  the  cases  from  which  the  specimens  were 
removed  are  as  follows  : 

Case  1. — S.  M — _,  aged  41,  was  admitted  into  the 
London  Hospital  on  March  31st,  1905.  She  had  been 
married  twenty-one  years,  and  had  had  four  children,  the 
last  five  months  ago,  and  no  miscarriages. 

History  of  the  illness. — The  patient  noticed  a  lump 
in  the  abdomen  after  the  delivery  of  the  second  child, 
sixteen  years  ago.  The  lump  had  caused  no  trouble  in 
the  pregnancies  or  at  the  delivery  of  the  third  child,  twelve 
years  ago.  In  fact,  she  had  had  no  trouble  till  the  last 
pregnancy.  During  the  last  pregnancy  she  had  complained 
of  pains  in  the  abdomen  and  vomiting.  She  was  not 
obliged  to  go  to  bed,  and  the  vomiting  was  not  worse  than 
in  the  previous  pregnancies,  except  that  it  lasted  through- 
out the  whole  pregnancy.  After  the  last  confinement  she 
had  been  obliged  to  stay  in  bed  six  weeks.  She  had  been 
feverish,  and  had  great  pain  in  the  abdomen.  Her  doctor 
told  her  it  was  "inflammation.-"  Since  the  last  confine- 
ment she  had  lost  blood  every  day  for  three  months,  then 
there  was  nothing  for  three  weeks,  then  bleeding  came  on 
again,  lasting  a  fortnight.  After  stopping  for  another 
three  weeks  bleeding  came  on  again,  and  again  lasted  a 
fortnight. 

On  admission  the  following  note  was  made :  "  There  is 
a  tumour  rising  from  the  pelvis  and  reaching  as  high  as 
the  umbilicus.  It  has  the  general  characters  of  a  solid 
tumour,  and  is  soft  in  places.  It  is  fairly  movable.  On 
vaginal  examination  the  tumour  moves  with  the  uterus, 
and  is  evidently  a  uterine  fibroid.^^ 

On  April  6th  supra-vaginal  hysterectomy  was  performed. 
The  right  ovary  was  not  removed.  The  left  ovary  was 
removed  with  the  tumour.  On  examination  of  the  specimen 
after  removal  it  was  found  that  there  was  an  interstitial 
fibroid  about  the  size  of  the  foetal  head  at  term  situated 
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in  the  anterior  wall  of  the  uterus.  On  section  it  showed 
red  and  brown  degeneration,  its  appearance  being  like 
that  of  unwholesome  raw  meat.  The  whole  tumour  was 
affected  by  the  degeneration. 

The  patient  made  a  good  recovery  and  left  the  hospital 
on  May  3rd,  1905. 

Dr.  R.  D.  Maxwell  prepared  a  section  of  this  tumour, 
which  is  shown  this  evening  under  the  microscope,  and 
gave  me  the  following  description  of  the  section  : 

"  The  microscope  section  shows  the  growth  to  be  a 
fibro-myoma,  with  a  very  considerable  proportion  of 
involuntary  muscle-fibre  present.  The  section  is  stained 
with  hgematoxylin  and  van  Giesen^s  stain,  and  shows 
many  bundles  of  fibrous  and  involuntary  muscle-tissue, 
the  ground  substance  of  which  stains  fairly  well  with  the 
latter  stain,  but  prolonged  subjection  to  haematoxylin  fails 
to  demonstrate  the  nuclear  substance,  which  is  characteris- 
tically indifferent  to  haematoxylin.^^ 

Case  2. — A.  M — ,  a  single  woman,  aged  36,  was 
admitted  into  the  London  Hospital  under  my  care  on 
January  13th,  1906.  She  was  sent  up  to  see  me  by  Dr. 
Allen  and  Dr.  Maxwell,  of  Southend. 

History  of  the  illness. — She  complained  of  swelling  and 
pain  in  the  lower  abdomen.  She  first  noticed  the  swelling 
last  August — i.  e.  about  six  months  ago.  Her  attention 
was  drawn  to  it  by  severe  pain  in  the  right  side  of  the 
abdomen,  and  by  retention  of  urine,  which  was  relieved 
by  passing  the  catheter.  The  attacks  of  pain  lasted  on 
and  off  throughout  August.  The  pain  was  worse  on 
walking  about.  The  patient  has  been  losing  too  much 
lately.  Three  weeks  ago  flooding  began,  and  lasted  a 
week.  Since  then  there  has  been  a  constant  daily 
discharge  of  blood.  She  also  had  flooding  in  June  and 
July  last,  lasting  six  weeks.  The  catamenia  appeared 
when  she  was  thirteen  years  of  age.  She  was  regular  every 
three  weeks,  the  period  lasting  five  days.  The  discharge 
was  not  excessive,  and  she  had  then  no  pain.      There  has 
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been  a  green  discharge  for  the  last  three  months.  A  few 
days  prior  to  her  admission  she  had  had  frequency  of 
micturition,  both  day  and  night.  When  she  first  noticed 
a  lump  in  her  abdomen  (last  August)  she  thinks  it  was 
about  a  quarter  of  its  present  size. 

Previous  illnesses. — She  had  rheumatic  fever  seven 
years  ago,  and  haemorrhage  "  from  the  stomach "  five 
years  ago. 

State  on  admission. — She  was  remarkably  anaemic,  and 
her  condition  was  so  unsatisfactory  that  she  was  kept  at 
rest  in  bed  for  three  weeks  before  I  decided  to  operate. 
During  that  time  her  temperature  was  daily  above  normal, 
the  highest  point  being  101°  F.  It  reached  100°  to 
102°  F.  nearly  every  evening,  and  sank  to  normal  in  the 
morning.      The  pulse  varied  from  96  to  120. 

On  examination  of  the  abdomen  a  tumour  was  felt 
rising  out  of  the  pelvis  as  high  as  two  fingers'  breadth 
above  the  umbilicus,  and  reaching  outwards  as  far  as  the 
anterior  superior  iliac  spine  on  each  side.  The  tumour 
had  a  vague  elasticity. 

On  vaginal  examination  the  cervix  was  high  up  and  far 
back.  The  anterior  fornix  was  bulged  downwards  by  a 
convex  swelling  continuous  with  the  tumour  described  in 
the  abdomen.  The  whole  of  the  tumour  had  only  a  slight 
degree  of  mobility. 

January  15th,  two  days  after  admission. — The  urine 
was  acid,  specific  gravity  1022,  and  contained  about  a 
half  albumen.  Under  the  microscope  blood-corpuscles, 
pus-cells,  and  granular  casts  were  seen. 

January  19th. — The  urine  was  drawn  off  with  a  Bar  et 
Luys  intra-vesical  separator  by  Dr.  Maxwell ;  it  seemed 
to  flow  more  freely  from  the  right  half  of  the  bladder 
than  from  the  left.  There  was  no  difference  in  the  naked- 
eye  appearances  of  the  specimens.  Both  specimens  con- 
tained pus.  They  were  examined  bacteriologically,  and 
a  few  colonies  of  micrococci  were  present  in  each,  but  no 
Bacilli  coli  or  streptococci  were  found  in  either  specimen. 

A    remarkable    point    was    that  about   the    22nd,    and 
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subsequently  throughout  her  stay  in  the  hospital,  the 
urine  was  completely  free  from  albumen. 

There  was  evidence  of  mitral  stenosis. 

Further  information  supplied  hy  Dr.  Maxwell,  of  South- 
end.— He  saw  the  patient  on  December  1st,  1905.  Her 
pulse  was  130,  temperature  102°  F.  She  was  losing  blood 
very  freely,  and  was  very  much  blanched.  Two  pints 
of  saline  solution  were  injected  into  the  rectum.  After 
this  flooding  he  found  the  circumference  of  the  abdomen 
over  the  most  prominent  part  of  the  tumour  had  increased 
by  three  inches.  At  that  time  the  tumour  was  very 
tender,  and  the  patient  vomited  continuously  for  almost 
two  days.  During  this  time  there  was  practically  in- 
continence of  urine. 

The  diagnosis  arrived  at  was  that  the  patient  had  a 
uterine  fibroid,  possibly  softening,  or  undergoing  cystic 
degeneration. 

Operation,  February  2nd,  1906. — On  opening  the 
abdomen  the  tumour  was  found  to  be  a  large  uterine  fibroid 
of  the  posterior  wall.  Supra-vaginal  hysterectomy  was 
performed  in  the  usual  manner,  the  right  ovary  being 
removed  with  the  tumour.  When  the  mass  was  cut  free 
from  the  cervix  some  muddy  fluid,  not  red,  from  the 
endometrium  escaped.  This  had  an  unpleasant  odour 
somewhat  similar  to  that  noticed  when  the  section  of  the 
tumour  was  made  afterwards.  The  abdomen  was  closed, 
and  the  operation  was  completed  in  the  usual  manner. 
The  wound  was  completely  closed  without  drainage. 

The  mass  removed  was  about  the  size  of  a  pregnant 
uterus  at  six  months.  On  section  there  was  seen  a  large 
fibroid  undergoing  degeneration  and  softening.  The  sur- 
face of  the  section  presented  definite  cavities,  where  the 
tissue  had  broken  down,  and  these  cavities  were  filled 
with  a  thickish  fluid  of  a  raspberry  colour.  The  mass 
had  a  curious  fish-like  odour.  The  rest  of  the  surface  of 
the  tumour,  where  it  had  not  broken  down,  was  of  a  deep 
red  raspberry  colour.  The  whole  tumour  was  affected  by 
the  degenerative  process. 
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The  patient  made  an  uninterrupted  recovery.  The  tem- 
perature for  the  first  eight  days  reached  100*4°  F.  at  some 
part  of  the  twenty-four  hours.  After  that  it  became 
normal^  except  during  two  days  in  the  third  week,  when 
she  suffered  from  a  slight  attack  of  rheumatism  in  the 
fingers.  After  that  the  temperature  was  normal,  and  she 
left  the  hospital  quite  well  on  March  2nd,  1906. 

A  portion  of  the  tumour  was  sent  to  the  Laboratories 
of  Pathology  and  Public  Health  and  the  following  report 
was  received  : 

^'  The  muscle  has  undergone  necrotic  change  which 
gives  it  an  opaque  hyaline  appearance.  The  nuclei  of 
the  fibres  for  the  most  part  are  shrunken,  and  where  the 
strands  of  the  hyaline  degeneration  are  most  pronounced 
the  nuclei  have  for  the  most  part  disappeared. 

''  [Signed)  C.  L.'' 


CERVICAL    FIBROID. 
Shown  by  Dr.  Frederick  J.  McCann. 

The  tumour  was  removed  from  a  woman  aged  45,  who 
for  eight  months  had  suffered  from  profuse  uterine 
haemorrhage,  difficulty  in  walking,  lassitude,  sickness,  and 
hypogastric  pain.  Her  menstruation,  which  had  been 
previously  regular,  lasting  seven  days  and  profuse  in 
amount,  had  for  eight  months  been  so  profuse  and  long 
continued  that  only  three  or  four  days'  interval  was 
noted. 

She  had  in  May,  1905,  an  attack  of  retention  of  urine, 
lasting  forty-eight  hours.  Attacks  of  retention  occurred 
at  intervals  until  November,  1905,  when  the  catheter  had 
to  be  used  night  and  morning  for  three  weeks.  After 
the  retention  disappeared  she  had  great  difficulty  in 
walking. 

Per    hypogastrium, — A    large    solid    tumour    was    felt 
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extending  out  of  the  pelvis  and  reaching  three  fingers^ 
breadth  above  the  symphysis  pubis,  and  situated  on  its 
summit  somewhat  to  the  left  side  was  an  elastic  movable 
pyriform  swelling. 

Per  vaginam. — The  upper  half  of  the  vagina  was  widely 
expanded  and  occupied  by  a  solid  tumour  the  size  of  a 
foetal  head  at  term,  which  was  continued  into  the  tumour 
felt  jper  hypogastrium.  The  finger  could  not  reach  the  os 
externum,  which  appeared  to  be  situated  high  up  behind 
the  symphysis  pubis.  The  tumour  appeared  to  be 
moulded  to  the  shape  of  the  pelvis. 

The  tumour  was  removed  on  January  24th,  1906,  by 
abdominal  pan-hysterectomy.  The  patient  made  a  good 
recovery. 

The  specimen  consists  of  the  uterus  perched  on  the 
summit  of  a  solid  tumour  measuring  6  inches  by  4|- 
inches.  A  vertical  median  section  was  made  through 
the  uterus  and  tumour  in  order  to  demonstrate  its 
relations.  The  tumour,  a  myoma,  springs  from  the 
posterior  lip  of  the  cervix  and  has  burrowed  underneath 
the  peritoneum  superiorly,  whilst  inferiorly  it  extended 
down  into  the  upper  part  of  the  vagina.  The  anterior 
lip  of  the  cervix  is  not  affected  and  the  position  of  the 
external  os  is  high  up  in  front  of  the  tumour. 

The  cut  surface  shows  the  typical  structure  of  a 
myoma,  whilst  a  small  myomatous  nodule  is  seen  in  the 
fundus  of  the  uterus. 


BROAD  LIGAMENT  CYST  WITH  TORSION  OF 
THE  PEDICLE  AND  EXTENSIVE  HEMOR- 
RHAGE   INTO    THE    BROAD    LIGAMENT. 

Shown  by  Dr.  Frederick  J.  McCann. 

The  tumour  was  removed  from  a  woman  aged  34,  who 
had  had  five  children  whose  ages  varied  from  thirteen  to 
two  years. 
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Three  weeks  after  her  last  confinement  she  began  to 
suffer  from  pain  in  the  left  side  of  the  lower  abdomen. 
This  pain  recurred  about  a  fortnight  before  each  men- 
strual period  and  disappeared  when  the  flow  was 
established.  Although  the  pain  caused  her  to  feel  sick 
she  did  not  observe  any  swelling  of  the  abdomen. 

In  November,  1904,  owing  to  the  severity  of  her 
suffering,  she  was  seen  by  her  medical  attendant,  who 
detected  a  movable  cystic  swelling  on  the  left  side  of  the 
lower  abdomen  with  a  definite  outline  ;  the  uterus  was 
retroverted  and  pushed  towards  the  right  by  the  cyst, 
which  occupied  the  left  half  of  the  pelvis.  The  pain 
gradually  subsided,  but  two  days  later  she  was  awakened 
from  her  sleep  at  4  a.m.  with  intense  pain  and 
inability  to  pass  water.  When  seen  by  her  doctor  she 
was  collapsed,  features  pinched,  skin  cold  and  clammy, 
pulse  small  and  running.  A  hypodermic  injection  of 
morphia  was  given  and  hot  fomentations  applied.  I  was 
telephoned  for  in  the  morning  and  decided  to  operate  at 
once  as  a  diagnosis  of  pedicle-twisting  was  made. 
On  opening  the  abdomen  the  swelling,  of  a  deep  leaden 
hue,  presented  at  the  incision,  and  on  exposing  it  more 
thoroughly  the  pedicle  was  found  to  have  two  well- 
marked  twists  in  it.  It  was  ligatured  in  the  usual  way  and 
removed.      The  patient  recovered  and  has  remained  well. 

Description  of  specimen, — The  specimen  consists  of 
a  median-sized  unilocular  cyst,  containing  intra-cystic 
papillary  growths,  which  has  burrowed  between  the  layers 
of  the  broad  ligament.  There  is  extensive  extravasation 
of  blood  in  the  broad  ligament  outside  the  cyst,  forming  a 
retort-shaped  swelling  surrounding  the  cyst  for  about 
two  thirds  of  its  extent.  The  Fallopian  tube  is  stretched 
over  the  cyst  and  its  fimbriated  extremity  is  markedly 
hypertrophied.  Close  to  the  position  of  the  pedicle  an 
ovoid  body  the  size  of  a  normal  ovary  is  seen  which  on 
section  shows  Graafian  follicles.  The  pedicle  is  infiltrated 
with  blood. 

The  specimen  was  referred  to  the  Pathology  Committee, 
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PRIMARY    CARCINOMA    OF    THE    VAGINA. 
Shown  by  Dr.  Feederick  J.  McCann. 

The  patient  was  a  married  woman,  aged  33,  who  had 
borne  three  children,  the  youngest  being  nine. 

Three  years  before  she  was  seen  by  me  she  began  to 
suffer  from  backache  and  vaginal  discharge.  This  dis- 
charge was  thick,  dark  in  colour,  at  times  offensive  and 
for  a  period  of  twelve  months  was  definitely  blood-stained. 

For  the  last  two  years  her  health  had  been  unsatisfac- 
tory, as  she  felt  weak  and  unable  to  exert  herself. 

Vaginal  examination  revealed  a  smooth,  raised  growth, 
reddish  in  colour,  bleeding  readily,  and  exhibiting  com- 
mencing necrosis  at  its  lower  pole.  It  was  about  |  inch 
by  i  inch  in  size  and  was  situated  in  the  centre  of  the 
upper  fourth  of  the  posterior  vaginal  wall.  Between  the 
growth  and  the  cervix  uteri  the  mucous  membrane  showed 
marked  development  of  the  papillae  so  as  to  resemble  in 
appearance  the  surface  of  a  cat's  tongue.  One  or  two 
leucoplakial  spots  were  noticed  close  to  the  tumour.  The 
cervix  was  not  affected  and  the  uterus  was  movable  and 
of  normal  size. 

Operation  (April  18th,  1904). — In  order  to  remove  the 
disease  with  a  margin  of*  sound  tissue  the  usual  anterior 
incision  was  made  in  front  of  the  cervix  and  the  utero- 
vesical  pouch  opened  after  separation  of  the  bladder. 
The  body  and  fundus  of  the  uterus  were  then  pulled  into 
the  vagina  and  the  broad  ligaments  tied  in  segments  from 
above  downwards  and  the  uterine  artery  secured  on  each 
side.  The  posterior  vaginal  wall  was  divided  laterally 
and  the  uterus  and  attached  wall  of  the  vagina  pulled 
downwards.  The  latter  was  then  divided  below  the 
growth  from  inside  the  pelvis,  thus  freeing  the  uterus  and 
about  two  inches  of  posterior  vaginal  wall  attached  to  it. 
All  bleeding  points  were  secured  and  the  peritoneum 
united  to  the  vaginal  wall  by  cat-gut  sutures.      A  strip  of 
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iodoform  gauze  was  left  in  the  vagina  for  forty-eight 
hours.      The  patient  made  a  good  recovery. 

I  saw  her  in  April  of  this  year  (1906)  two  years  after 
the  operation,  and  there  is  no  sign  of  recurrence.  The 
upper  part  of  the  vagina  is  occupied  by  a  transverse 
linear  scar  and  the  local  condition  is  so  favourable  that  in 
all  probability  the  cure  will  be  permanent. 

The  specimen  consists  of  the  uterus  with  about  two 
inches  of  the  posterior  vaginal  wall  attached  to  it.  The 
size  of  the  uterus  is  normal  and  there  is  no  evidence  of 
disease  in  the  body  or  cervix. 

The  growth  is  seen  occupying  the  position  on  the 
posterior  vaginal  wall  already  described,  and  from  a  close 
examination  of  the  specimen  the  disease  appears  to  be 
spreading  in  the  direction  of  the  cervix.  This  seems  to 
be  the  direction  in  which  primary  cancer  of  the  vagina 
advances  when  situated  in  the  upper  segment  of  the  canal, 
and  for  this  reason  it  was  deemed  advisable  to  remove  the 
uterus.  Moreover  the  cessation  of  all  discharge  from  that 
organ  will  prevent  any  irritation  of  the  vaginal  mucosa. 

The  microscopic  sections  exhibited  show  that  the 
growth  is  a  squamous  carcinoma,  typical  cell-nests  being 
noted. 


MYOMA  OF  THE  VAGINA. 
Shown  by  Dr.  Frederick  J.  McCann. 

This  tumour,  the  size  of  a  billiard  ball,  grew  from  the 
anterior  vaginal  wall  and  protruded  through  the  vulva. 
The  lowest  and  most  dependent  portion  exhibited  necrotic 
changes,  thus  giving  rise  to  the  suspicion  that  it  might  be 
a  sarcoma. 

It  was  removed  by  enucleation,  together  with  about  an 
inch  of  vaginal  wall  surrounding  the  necrotic  area. 

On  section  it  is  seen  to  be  myomatous  in  nature,  which 
was  confirmed  by  microscopic  examination. 
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The  patient  from  whom  the  tumour  was  removed  was 
thirty-three,  and  had  suffered  from  a  vaginal  discharge  for 
six  months. 


LARGE    FIBRO-MYOMA    OF    UTERUS    REMOVED 
BY   OPERATION. 

Shown  by  Dr.  Walter  Tate. 

This  specimen  was  removed  from  a  patient  aged  41, 
who  had  had  three  children.  The  tumour  was  first 
observed  nine  years  ago  before  the  birth  of  her  last 
child.  She  was  seen  by  a  specialist  at  this  time,  and  as 
there  were  no  serious  symptoms  no  surgical  interference 
was  advised.  The  subsequent  pregnancy  and  labour  were 
not  attended  by  any  complications,  and  as  the  tumour 
appeared  to  diminish  somewhat  in  size  after  the  child  was 
born,  she  was  advised  to  wait  events.  Soon  after  this 
the  tumour  again  began  to  increase  in  size,  and  has  con- 
tinued to  do  so  steadily  during  the  past  eight  years. 
Acting  on  the  advice  which  had  been  given  to  her,  she 
postponed  seeking  any  further  special  opinion,  in  the 
hope  that  the  tumour  would  cease  to  trouble  her  after 
the  menopause.  During  the  last  two  years  the  tumour 
had  increased  much  more  rapidly,  and  was  associated 
with  marked  loss  of  flesh  and  failure  of  general  health. 
Quite  recently  the  patient  had  come  under  the  care  of 
another  medical  man,  and  he  at  once  recognised  the 
serious  effect  of  the  tumour  on  the  patient's  health,  and 
advised  a  consultation  with  a  view  to  deciding  the  ques- 
tion of  removal.  On  examination  the  patient  was  greatly 
emaciated  and  looked  ill  and  anxious.  The  abdomen  was 
enormously  distended  by  a  very  large  tumour  which  was 
distinctly  lobulated  and  in  parts  elastic.  The  tumour 
encroached  to  some  extent  on  the  true  pelvis. 

Abdominal  hysterectomy  was  performed  on  March  31st, 
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1906.  The  tumour  had  burrowed  under  the  right  broad 
ligament  and  had  raised  the  peritoneum  from  the  floor  of 
the  pelvis  and  the  right  iliac  fossa.  Owing  to  the  posi- 
tion and  mode  of  growth  of  the  tumour^  a  very  extensive 
enucleation  was  required,  and  the  operation  was  rendered 
both  difficult  and  dangerous.  The  patient_,  however,  made 
a  good  recovery.  The  danger  of  the  operation  would 
have  been  much  lessened  had  operative  treatment  been 
recommended  at  an  earlier  period,  before  the  tumour  had 
reached  such  a  large  size,  when  there  would  not  have 
been  such  extensive  burrowing  of  the  tumour  beneath  the 
peritoneum.  The  tumour  removed  measured  11  x  10  x 
10  inches,  and  weighed  22 1  lb.  The  uterus,  with  the 
Fallopian  tubes  and  ovaries,  w^as  easily  defined  at  the 
posterior  and  lowest  portion  of  the  mass.  The  main  mass 
of  the  fibroids  grew  from  the  anterior  upper  and  right 
side  of  the  uterus.  On  section  the  tumour  showed  evi- 
dence of  oedematous  infiltration,  to  such  an  extent  that 
over  four  pints  of  fluid  escaped  from  the  cut  surface 
within  an  hour  after  it  had  been  incised. 


A  CASE  OF   FIBRO-MYOMA  OF  THE  YESTIBULB. 
By  J.  Inglis  Paesons,  M.D. 

Mrs.  R.  S — ,  aged  30,  came  into  the  Chelsea  Hospital 
for  Women  on  February  24th,  1906,  complaining  of  a 
swelling  in  the  vulva. 

She  was  married  at  twenty-five  and  had  three  children, 
all  living.  No  previous  illness  to  speak  of.  No  difficulty 
in  micturition.  Menstruation  regular  and  normal  in 
amount. 

The  swelling  was  first  noticed  six  months  ago  and  has 
gradually  increased. 

On  examination  a  small  swelling  was  found  the  size  of 
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a  walnut  in  the  vestibule  of  tlie  vulva  projecting  forward 
and  pushing  down  the  urethra. 

February  27th. — Under  ether  a  vertical  incision  was 
made  and  the  tumour  enucleated  from  its  bed.  Although 
close  to  the  urethra  below  it  and  the  clitoris  above  it, 
it  appeared  to  be  quite  separate  from  both. 

The  patient  made  a  good  recovery  and  left  the  hospital 
on  March  12th. 

Pathological  rejiort  on  the  tumour  from  P.  S — , 
February  27th,  1906  :  ^^The  specimen  consists  of  a  hard 
tumour,  ovoid  in  shape,  measuring  1\  in.  x  f  in.  The 
external  surface  is  ragged  and  irregular.  On  section  the 
tumour  is  firm  and  hard,  being  white  and  whorled,  pre- 
senting the  appearances  characteristic  of  a  fibro-myoma. 
Near  one  is  a  hard,  irregular,  calcareous  nodule,  grating 
under  the  knife,  of  the  size  of  a  pea.^^ 

Microscopically  the  section  is  composed  of  fibro-muscular 
tissue  arranged  in  interlacing  bundles,  running  in  all  direc- 
tions. The  majority  of  the  muscle-bundles  stain  normally. 
Amongst  these  are  other  bundles  which  take  the  stain 
diffusely,  the  cell  outlines  being  indistinct  and  the  nuclei 
having  disappeared. 

The  tumour  is  therefore  a  fibro-myoma  undergoing  slight 
hyaline  degeneration,  and  containing  a  small  calcareous 
nodule. 


THE    USE    OF    LAMINA  RI A    TENTS. 
By  Sir  William  Sinclaik,  M.D. 

Sir  William  Sinclair  introduced  the  subject  of  lami- 
naria  tents  for  the  purposes  of  diagnosis  and  treatment  in 
disease  of  the  non-pregnant  uterus.  He  believed  there 
was  no  known  substitute  for  the  laminaria  in  gyna:cology, 
as  there  was  no  substitute  for  opium  and  its  derivatives 
for  the  relief  of  pain. 

It    was   to    be    hoped    that    the    "  fashion "    of    rapid 
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mechanical  dilatation  witli  screw  contrivances  and  gra- 
duated bougies  liad  run  its  course  and  that  its  memory 
would  remain  only  as  a  discreditable  episode  in  the  history 
of  gynaecology.  He  drew  an  analogy  between  the  rapid 
methods  of  dilating  the  non-pregnant  uterus  and  the 
unnecessary  and  injurious  employment  of  forceps,  Bossi 
dilators,  and  such-like  mechanisms  in  midwifery  practice. 

The  almost  invariable  reply  to  inquiries  from  those  who 
had  largely  or  entirely  given  up  the  use  of  tangle  tents 
was  that  they  produced  sepsis.  No  opinion  could  be  more 
erroneous  or  based  on  a  more  slender  foundation.  The 
objections  might  be  traced  to  two  causes — one  historic,  the 
other  practical  and  remediable.  The  latter  depended  upon 
the  prevailing  method  of  manufacture.  Tangle  tent-making 
has  been  for  long  a  German  domestic  industry  without 
competition,  and  consequently  the  tents  at  present  supplied 
to  us  are  dear  and  dirty.  The  historic  cause  of  suspicion 
was  extremely  interesting  to  trace,  but  could  not  on  the 
present  occasion  be  recorded  in  detail.  Concisely  stated, 
it  amounted  to  this  :  Even  the  pioneers  of  gynaecology  in 
Scotland,  such  as  Simpson,  Keillor,  and  others,  were  in 
the  habit  of  using  the  same  tents  more  than  once  without 
disinfection;  they  were  at  work  before  Lister  and  anti- 
sepsis; they  often  used  tents  under  conditions  which  we 
now  recognise  as  centra-indications ;  and  their  technique 
in  introducing  them  was  always  extremely  defective,  and 
frequently  such  as  to  court  disaster. 

It  was  suggested  that  one  reason  why  tents  are  so  much 
more  commonly  used  in  Germany  at  the  present  day  than 
in  this  country  was  that  '^  Listerism ''  took  hold  in  Germany 
sooner  than  in  England,  and  the  practice  of  dilatation  by 
laminaria  being  of  later  growth  in  Germany,  it  did  not 
meet  with  the  same  prejudice,  because  disinfection  pre- 
vented consequences  too  familiar  at  and  before  that  time 
to  practitioners  in  this  country. 

The  speaker  then  gave  a  demonstration  of  the  material 
which  is  obtained  from  lona,  and  explained  the  method  of 
making  the  finished  tent  as  practised  in  that  island.     The 
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essential  point  of  difference  from  any  previous  manu- 
facture of  laminaria  is  that  every  cell  of  the  tangle  is 
saturated  with  a  disinfectant.  Consequently  to  secure 
asepsis  to  the  utmost  practical  extent  all  that  is  required 
is  to  slightly  soften  the  tent  in  a  hot,  strong  solution  of 
the  same  antiseptic  immediately  before  introduction. 

The  tents  are  made  in  the  island  of  lona  from  laminaria 
digitata  out  of  the  Atlantic,  specimens  of  which,  fresh  and 
desiccated,  were  exhibited.  They  have  been  distributed  to 
a  considerable  extent  to  gynascologists  for  experimental 
purposes,  and  hitherto  they  have  given  uniform  satis- 
faction. 

The  progress  of  the  manufacture  of  the  ordinary  tents 
and  of  a  variety  of  unusual  forms  for  specific  objects  is 
now  sufficiently  advanced  to  permit  of  an  early  announce- 
ment of  how  the  articles  are  to  be  distributed  and  obtained 
for  use  by  medical  practitioners. 

Dr.  Heywood  Smith  was  sure  they  would  be  glad  to  hear 
that  there  was  soon  to  be  a  good  supply  of  laminaria  of  an 
unusually  fine  quality  for  tents.  The  London  makers  generally 
sent  them  out  too  short,  which  might  lead  to  their  passing 
beyond  the  external  os,  and  so  rendering  their  extraction  difiicult. 
Hitherto,  also,  the  larger  sizes  were  made  by  being  built  up  in 
sections  pegged  together,  a  process  which  might  cause  irregular 
dilatation  or  even  to  the  breaking  up  of  the  tent,  Avhereas  now 
they  learnt  that  laminaria  could  be  supplied  of  very  considerable 
size — quite  as  large,  in  fact,  as  ever  would  be  needed.  It  was 
occasionally  found  in  the  use  of  tents  that  their  expansive  force 
was  not  sufiicient  to  overcome  the  rigidity  of  the  internal  os,  and 
the  tent  being  constricted  at  that  situation  into  a  modified  hour- 
glass form  rendered  its  extraction  very  difficult. 

Dr.  Amand  Eouth  had  had  an  opportunity  of  testing  the 
tents  and  had  found  them  quite  as  good  as  those  sold  in  London. 
He  did  not,  however,  use  them  as  often  as  Sir  W.  Sinclair 
advised,  for  he  had  not  found  that  any  bad  results  followed  the 
use  of  rapid  dilatation  by  bougies,  especially  if  the  relaxation  of 
the  cervical  tissue  was  insured  by  the  introduction  into  the 
vagina  of  a  glycerine  tampon  two  hours  previously. 

Dr.  BoxALL  remarked  that  the  main  objection  oifered  to  the 
use  of  tents  was  their  inherent  possibility  of  infection.  But  by 
dry  heat  laminaria  tents  can  be  not  only  sterilised  but  improved 
in  quality,  a  process  which  could  be  accomplished,  if  necessity 
arose,  in  the  domestic  oven  immediately  before  use. 
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Dr.  Herman  did  not  think  laminaria  was  as  much  out  of 
fashion  as  Sir  W.  Sinclair  supposed.  It  had  been  used  for  thirty 
years  or  more  in  the  London  Hospital.  He  did  not  like  tents 
made  of  several  pieces  of  laminaria  glued  together,  for  the  glue 
was  very  possibly  septic ;  he  preferred  solid  pieces  of  laminaria. 
He  was  surprised  to  hear  anyone  say  that  the  dilating  force  of 
laminaria  was  weak,  for  Mattliews  Duncan  had  shown  by 
experiment  that  laminaria  was  capable  of  expanding  under  a 
pressure  of  640  lb.  to  the  square  inch.*  He  agreed  with  Sir 
W.  Sinclair  that  a  laminaria  tent  was  the  best  way  of  dilating 
the  cervix  of  the  unimpregnated  uterus  when  required  for  the 
purpose  of  exploration. 

Mr.  W.  Gandy  expressed  his  satisfaction  that  the  use  of  the 
laminaria  tent  should  have  been  discussed,  and  felt  much 
interested  m  Sir  William  Sinclair's  description  of  their  manu- 
facture. Some  years  ago  he  used  nothing  else  to  dilate  the 
cervix,  and  he  felt  that  vnth.  ordinary  care,  to  avoid  sepsis,  there 
could  no  harm  befall  the  patient.  He  wished  to  ask  Sir  W. 
Sinclair  if  he  considered  the  dilatation  by  this  means  sufficient 
for  the  purposes  of  curetting. 

Dr.  Inglis  PxVrsons  found  that  the  uterus  was  not  damaged 
by  forcible  dilatation  when  it  contained  anything  that  required 
removal,  such  as  retained  products  of  conception  or  a  polypus. 
For  a  case  of  stenosis  of  the  internal  os  some  rupture  of  the 
endometrium  was  liable  to  occur  if  too  much  was  attempted  at 
one  sitting.  He  always  advised  doing  the  dilatation  on  two  or 
three  occasions,  the  first  time  under  an  anaesthetic,  but  not 
beyond  the  size  of  a  No.  12  male  catheter.  The  two  subsequent 
dilatations  could  be  done  without  an  anaesthetic.  His  results  in 
stenosis  and  dysmenorrhoea  had  been  much  better  than  when 
the  dilatation  was  done  at  one  sitting.  One  objection  to  the  use 
of  the  tent  for  stenosis  was  that  it  sometimes  failed  to  dilate  the 
internal  os,  and  was  removed  with  difficulty  on  account  of  the 
expansion  above  the  constriction.  There  was  no  fear  of  sepsis 
if  the  tents  were  dipped  in  liquid  carbolic.  On  the  whole  he 
thought  dilatation  with  metal  dilators  was  the  better  method  of 
the  two. 

Dr.  Herbert  Spencer  was  as  surprised  as  Dr.  Herman  at 
Sir  William  Sinclair's  statement  that  laminaria  tents  had  gone 
out  of  fashion.  They  had  been  used  continuously  at  University 
College  Hospital  for  the  last  twenty-five  years.  Students  were 
taught  to  use  them  and  were  examined  upon  them,  and  text- 
books gave  full  particulars  as  to  their  preparation  and  use.  He 
could  not  imagine  that  any  gynaecologist  would  dilate  a  rigid 
senile  cervix  in  order  to  explore  it  with  the  finger  by  rapid 
dilatation,  which  in  such  a  case  meant  laceration.     He  thought 

*  *  Clinical  Lectures/  Appendix  VIII. 
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it  best  to  keep  tlie  tents  in  a  1  in  1000  solution  of  perchloride  of 
mercury  in  alcoliol. 

Dr.  Tate  said  tliat  for  some  years  past  the  use  of  tents  had 
been  given  up  at  St.  Thomas's  Hospital.  One  reason  was  the 
great  pain  which  the  patient  experienced  during  the  time  they 
were  dilating  the  cervical  canal ;  another  reason  was  that  every 
now  and  then  unpleasant  results  followed  their  use.  Dr.  Tate 
had  never  seen  any  trouble  follow  as  a  result  of  the  slight 
laceration  of  the  cervical  canal  which  sometimes  resulted  from 
the  use  of  graduated  metal  dilators.  He  did  not  believe  that 
such  lacerations  were  a  cause  of  endometritis,  as  Sir  W.  Sinclair 
stated. 

Dr.  Lewers  said  it  was  important  to  bear  in  mind  the  degree 
of  dilatation  of  the  cervix  required  in  choosing  between  dilatation 
by  rapid  method  or  dilatation  by  laminaria  tent.  In  many 
instances  it  was  certainly  impossible  to  dilate  the  cervix  sufficiently 
to  allow  of  the  introduction  of  the  finger  into  the  uterus  by  the 
rapid  method  without  causing  laceration.  It  had  to  be  borne  in 
mind  that  when  a  laceration  occurred  it  could  not  be  remedied 
in  any  way  at  the  will  of  the  operator.  It  might  be  a  slight  and 
unimportant  laceration,  or  it  might  extend  right  through  the 
uterus  into  the  broad  ligament  or  peritoneal  cavity.  In  cases  of 
this  sort  Dr.  Lewers  used  tents  the  day  before  he  required 
exploration,  and  then,  under  an  anaesthetic  if  necessary,  passed 
a  few  sizes  of  Hegar's  bougies. 


JUNE  6th,  1906. 
W.  R.  Dakij^,  M.D.,  President,  in  the  Chair. 
Present — 44  Fellows  and  2  visitors. 

Books  were  presented  by  the  Society  of  the  New  York 
Hospital  Staff,  Queen  Charlotte's  Hospital  Staff,  and  the 
North  of  England  Obstetrical  and  G-ynaecological  Society. 

Evelyn  L.  Adams,  M.B.,  B.S.Lond.  (Croydon),  and 
A.  Louise  McIlroy,M.D.  (Grlasgow),  were  declared  admitted 
Fellows  of  the  Society. 

William  Blair  Bell,  M.D.,  B.S.Lond.,  was  proposed  for 
election. 


Report  of  the  Pathology  Committee  on  Dr.  F.  J.  McCaiifi's 
Specimen  of  a  Haemorrhagic  Broad  Ligament  Cyst 
with  Torsion  of  the  Pedicle  {see  p.  179). 

We  have  examined  this  specimen  and  consider  it  to  be 
an  ovarian  cyst  growing  from  the  liilum  and  burrowing 
between  the  layers  of  the  meso-salpinx.  It  is  unilocular 
and  contains  papillary  outgrowths.  The  wall  of  the  lower 
part  is  much  thickened  with  extravasated  blood. 
{Signed)      F.  J.  McCann. 

Thos.  G.  Stevens. 
Herbert  Williamson. 
CoRRiE  Keep. 
May  16fh,  1906.         W.  S.  A.  Griffith,    Chairman. 
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THREE  CASES  OF  GLYCOSURIA  OF  PREaNANCY. 
By  Dr.  W.  H.  B.  Brook. 

In  June,  1904,  I  attended  a  lady  (a)  in  lier  first  con- 
finement, whicli  with  the  puerperium  was  in  every  respect 
quite  natural.  The  urine,  which  was  examined  on  several 
occasions,  was  quite  free  from  any  abnormality. 

During  the  summer  of  1905,  the  patient  being  in  the 
third  month  of  her  second  pregnancy,  the  urine  was  again 
examined,  and  was  found  to  be  normal  in  every  respect. 
At  the  end  of  the  fifth  month  she  noticed  that  urine  was 
being  passed  more  frequently  and  in  greater  quantity  than 
usual.  On  examination  the  specific  gravity  was  found  to 
be  1036,  and  there  was  present  2^  per  cent,  of  glucose  with 
a  small  amount  of  lactose  (Clinical  Research  Association). 

A  moderate  diabetic  diet  was  ordered,  and  salicylate 
of  soda  was  given  in  combination  with  bismuth,  together 
with  an  occasional  dose  of  Pil.  hydrarg. 

After  a  week  of  this  treatment  the  sugar  was  somewhat 
diminished  in  quantity,  but  the  specific  gravity  was  still 
1030,  and  as  the  reaction  was  intensely  acid  magnesium 
carbonate  and  potassium  bicarbonate  were  added  to  the 
mixture  and  a  strict  diet  ordered.  At  the  same  time 
codeia  gr.  ^  was  given  ter  die. 

The  sugar  then  for  a  short  time  was  reduced  to  a  mere 
trace  and  the  specific  gravity  to  1023. 

Bearing  in  mind,  however,  the  extremely  serious  view 
that  my  teacher  the  late  Dr.  Matthews  Duncan  used  to 
take  of  glycosuria  in  pregnancy,  a  view  which  he  brought 
strongly  before  this  (the  Obstetrical)  Society  in  1882,  it 
was  considered  advisable  to  obtain  the  opinion  of  Dr. 
Champneys  and  Sir  Thomas  Barlow,  who  agreed  with  my 
partner  (Mr.  Charles  Brook)  and  myself  that  in  the  light 
of  past  experience  the  presence  of  sugar  in  the  urine 
justified    our    care  about  the  case,  which   would  be  best 
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brought  to  a  successful  termination  by  continuing  the 
anti- diabetic  treatment  and  by  taking  every  precaution  to 
avoid  collapse  and  heart  failure  at  the  time  of  delivery 
and  for  some  time  subsequent. 

During  the  remainder  of  the  pregnancy  the  urine  was 
repeatedly  examined.  On  only  one  occasion  was  sugar 
entirely  absent ;  it  fluctuated  in  amount,  slightly  rising  a 
fortnight  before  delivery. 

During  the  whole  of  this  time  the  diet  was  carefully 
adhered  to,  and  the  medicinal  treatment  continued,  except 
that  aspirin  was  for  a  time  substituted  for  salicylate  of 
soda. 

The  patient  had  an  uneventful  delivery,  and  conva- 
lescence, except  for  some  slight  trouble  with  varicose  veins, 
was  uninterrupted.  The  infant  was  not  nursed.  Six 
weeks  after  delivery  there  was  not  the  slightest  trace  of 
sugar,  although  ordinary  carbohydrate  food  was  taken. 

By  a  curious  coincidence  I  had  at  the  same  time  under 
my  care  two  other  instances  of  the  glycosuria  of  preg- 
nancy. 

The  first  (7>)  occurred  in  a  primipara,  aged  27,  who  had 
consulted  me  on  several  occasions  during  the  past  three 
years,  and  whose  urine  had  not  previously  contained 
sugar. 

On  examining  the  urine  at  the  end  of  the  sixth  month 
I  found  10  grains  of  sugar  to  the  ounce,  with  a  specific 
gravity  of  1033. 

The  other  (c)  was  a  iii-para,  aged  38,  whom  I  had 
attended  in  her  previous  confinement,  and  who  had  then 
no  sugar  in  the  urine;  now  at  the  sixth  month  I  found  12 
grains  to  the  ounce  and  a  specific  gravity  of  1035. 

Both  these  patients  were  put  on  an  anti-diabetic  diet. 
The  only  medicine  given  was  aspirin  (gr.  x  ter  die)  a 
drug  that  I  have  found  of  considerable  value  in  diabetes, 
with  an  occasional  dose  of  Pil.  hydrarg. 

In  both  these  cases  the  sugar  was  diminished  by  treat- 
ment and  at  times  disappeared,  but  reappeared  at  intervals, 
and  was  on  one  or  two  occasions  in  fairly  large  quantity. 
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Both  these  patients  went  to  full  time_,  and  had  un- 
eventful confinements^  both  nursed  their  children,  and  in 
both  there  was  no  return  of  the  sugar. 

I  have  ventured  to  bring  these  three  cases  before  your 
notice  first,  because  I  can  find  very  little  written  on  the 
subject  of  the  glycosuria  of  pregnancy  (in  the  article  on 
''  Diabetes  "  in  AUbutt^s  ^  System  of  Medicine '  Professor 
Saundby  mentions  these  cases  as  '^  forming  a  class  to 
themselves_,  and  whose  explanation  remains  obscure  ")  ;  and 
secondly y  because  of  the  extremely  serious  view  taken  of 
this  condition  by  Dr.  Matthews  Duncan,  the  perusal  of 
whose  paper  caused  me  considerable  apprehension  as  to 
how  my  three  patients  would  pass  through  their  puer- 
perium. 

Fortunately,  they  did  well;  this  may  have  been  due  to 
the  fact  that  the  amount  of  sugar  (10  to  12  per  cent.)  was 
not  very  large,  and  that  the  condition  was  discovered  in 
time  for  steps  to  be  taken  to  remedy  it. 

In  the  discussion  which  took  place  after  the  reading  of 
Dr.  Matthews  Duncan^s  paper  the  question  was  asked  as 
to  whether  any  rules  of  treatment  could  be  formulated, 
but  it  was  not  considered  that  any  special  rules  could  be 
laid  down  at  that  time. 

Having  regard  to  these  three  cases,  I  am  inclined  to 
think  that  careful  dieting  and  the  administration  of 
aspirin  or  salicylate  of  soda  are  of  the  greatest  benefit, 
with  an  occasional  liver  pill  or  Pil.  hydrarg. 

At  the  time  of  delivery  I  gave  a  minimum  of  chloro- 
form, and  left  with  the  nurse  a  hypodermic  syringe 
charged  with  strychnine  to  be  used  if  any  sign  of  collapse 
occurred. 

I  have  to  thank  Dr.  Champneys  for  the  interest  he  has 
taken  in  these  cases  and  Dr.  A.  E.  G-arrod  and  Dr. 
Hartley  of  St.  Bartholomew's  for  the  trouble  they  have 
taken  in  the  examination  of  the  urines. 

Dr.  Champneys  said  that  the  Society  was  indebted  to 
Dr.  Brook  for  recording  these  cases.  Diabetes  in  pregnancy 
was  different  from  the  slight  glycosuria  which  had  been  called 
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**  resorption  diabetes  "  and  was  due  to  reabsorption  of  sugar  of 
milk  from  the  breasts.  Again,  diabetes  in  pregnancy  sometimes 
ran  a  comparatively  harmless  com'se  and  sometimes  was  rapidly 
fatal.  Having  been  associated  with  Dr.  Matthews  Duncan  in 
the  first  of  his  recorded  cases,  in  which  a  patient  apparently  in 
good  health  became  rapidly  ill  and  died  three  days  after  delivery, 
he  had  a  vivid  picture  of  the  terror  of  which  this  affection  was 
capable.  The  difficulty  really  lay  in  the  prognosis,  a.nd  he  knew 
of  no  satisfactory  method  of  formulating  one  at  present.  It  was 
only  by  recording  cases  that  a  prognosis  might  eventually  be 
arrived  at. 

Dr.  Eden  said  that  he  should  like  to  know  from  Dr.  Brook 
whether  there  were  any  other  symptoms  of  diabetes  in  his  cases 
besides  glycosuria — such  symptoms,  for  instance,  as  polyuria, 
thirst,  wasting,  etc.  These  points  were  not  referred  to  in 
Dr.  Brook's  account  of  his  cases.  There  could  be  no  doubt  that 
the  cases  recorded  by  Matthews  Duncan  to  which  the  author  had 
referred  were  true  cases  of  diabetes  and  probably  belonged  to 
quite  a  different  class  from  cases  of  simple  glycosuria.  A  number 
of  observations  on  the  glycosuria  of  pregnancy  had  been  recently 
published,  and  some  observers  went  so  far  as  to  say  that  sugar 
could  be  found  in  small  amounts  in  the  urine  of  5  to  6  per  cent, 
of  all  pregnant  women.  Most  writers  were  of  opinion  that  the 
condition  was  not  serious  or  important  when  existing  alone. 
An  ingenious  German  observer  had  produced  gh'cosuria  experi- 
mentally in  rabbits  by  sewing  up  pieces  of  human  placenta  in 
the  peritoneal  cavity,  which  led  him  to  the  conclusion  that  the 
glycosuria  of  pregnancy  might  be  due  to  the  absorption  of  toxic 
substances  from  the  placental  tissues — i.  e.  that  it  was  due  to 
toxaemia.  But  Dr.  Brook's  observations  upon  the  effect  of  diet 
appeared  to  run  counter  to  this  conclusion. 

Dr.  Fairbairn  said  he  had  been  much  interested  in  Dr.  Brook's 
cases,  as  he  had  recently  seen  one  of  a  similar  nature  under  the 
care  of  Dr.  Hedley,  which  he  hoped  would  turn  out  as  well  as 
those  described.  The  patient  is  a  woman  six  and  a  half  months 
pregnant  who  has  slight  glycosuria,  from  40  to  300  gr.  being 
passed  in  the  twenty-four  hours.  The  sugar  present  was  proved 
to  be  glucose  and  not  lactose  by  the  phenyl-hydrazine  and 
fermentation  t^sts  and  by  the  polarimeter.  The  amount  of  urine 
is  not  increased,  the  largest  measurement  being  55  oz.,  and  the 
specific  gravity  is  only  slightly  raised.  As  the  result  of  a 
modified  diabetic  diet  the  sugar  has  diminished,  but  has  never 
been  absent  from  the  night  specimen,  though  occasionally  the 
day  one  is  free.  Dr.  Fairbairn  entirely  agreed  with  what 
Dr.  Eden  had  said  as  to  this  slight  glycosuria  in  pregnant  women 
being  quite  distinct  from  a  true  diabetes.  The  small  amount  of 
glucose  passed,  the  absence  of  the  other  symptoms  of  diabetes, 
and  the  ultimate  result  put  them  in  an  entirely  different  category. 
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From  the  point  of  view  of  treatment,  prognosis,  and  life  insurance, 
it  was  most  important  that  the  nature  of  such  cases  should  be 
recognised,  and  this  could  only  be  accoiuplished  by  careful 
recording,  such  as  Dr.  Brook  had  done. 

Dr.  Griffith  referred  to  a  case  of  diabetes  which  he  had  had 
the  opportunity  of  watching  with  Dr.  Pavy  and  others  for  some 
years,  who  needed  strict  diet  and  continuous  administration  of 
codeia  to  keep  her  glycosuria  under  reasonable  control,  any 
relaxation  of  diet  leading  to  a  marked  increase,  with  depreciation 
of  health.  She  became  pregnant  about  two  years  ago,  and 
passed  through  her  pregnancy  and  labour  without  any  evidence 
of  danger,  and  her  health  appeared  to  be,  if  anything,  improved. 
This  is  a  case  intermediate  between  the  cases  of  temporary 
glycosuria  reported  by  Dr.  Brook  and  the  very  serious  cases 
reported  by  Dr.  Matthews  Duncan. 

In  reply,  Dr.  Brook  stated  that  the  daily  quantity  of  urine  in 
all  three  cases  was  at  first  increased  to  60-70  oz.,  but  under 
treatment  soon  fell.  He  was  inclined  to  look  upon  the  sugar  in 
the  urine  as  due  to  both  the  factors  mentioned  by  Dr.  Eden;  it 
was  undoubtedly  chiefly  affected  by  diet,  but  this  alone  would 
not  explain  the  occasional  return  of  the  sugar  whilst  the  diet  and 
treatment  were  being  strictly  followed,  a  return  which  might  be 
explained  as  due  to  the  second,  the  placental,  factor.  He  was 
glad  to  know  that  others  had  met  with  similar  cases. 


CARCINOMA  OF  THE  BODY  OF  THE  UTERUS, 
WITH  SECONDARY  GROWTH  IN  BOTH 
OVARIES. 

Shown  by  Mr.  H.  T.  Hicks. 

The  patient^  aged  49,  was  admitted  under  the  care  of 
Dr.  Horrocks  for  hsemorrhage.  She  had  been  married 
five  years,  but  had  borne  no  children.  Menstruation  had 
been  regular  and  of  about  normal  amount.  Eighteen 
months  ago  she  began  to  suffer  from  irregular  haemor- 
rhages from  the  uterus.  These  attacks  of  bleeding  became 
progressively  more  severe.  There  was  no  pain,  but  she 
wasted  considerably. 

On  admission  the  patient  was  profoundly  anaemic.  The 
uterus  was   soft,  distinctly  enlarged,  but  movable.       On 


CAECINOMA  OF  THE  BODY  OF  THE  UTERUS.       197 

each  side  of  the  uterus  could  be  felt  two  irregular-shaped 
tumours,  which  were  also  movable.  The  curetting  showed 
that  the  endometrium  was  affected  by  an  adeno-carcinoma. 
Dr.  Horrocks  ligatured  the  cervix  below  and  performed 
total  abdominal  hysterectomy,  removing  the  ovarian 
tumours  at  the  same  time.     There  was  no  ascites. 

On  cutting  open  the  uterus  a  superficial  and  somewhat 
polypoid  growth  is  seen,  affecting  mainly  the  lower  seg- 
ment of  the  uterus,  its  lower  limit  being  sharply  defined 
at  the  internal  os.  The  upper  part  of  the  cervical  canal 
was  dilated  to  receive  the  polypoid  mass.  The  external 
OS  was  closed,  the  uterine  muscle  was  much  hypertrophied 
but  not  deeply  infiltrated  with  the  growth. 

Both  ovaries  were  converted  into  irregular  masses  of 
about  the  size  of  duck's  eggs.  Projecting  from  the  surface 
were  numerous  grape-like  cysts,  filled  in  the  recent  state 
Avith  a  creamy,  necrotic  material. 

The  walls  of  the  cysts  were  composed  of  fibrous  tissue. 
The  central  core  of  each  tumour  was  made  up  of  solid 
growth  of  a  soft  consistency.  In  some  places  the  growth 
seemed  to  form  a  papillary  lining  to  small  hollow  spaces. 
The  growth  was  well  encapsuled  by  a  thick  tunica  albuginea. 
The  peritoneal  surface  of  both  tumours  was  smooth  and  free 
from  adhesions.  Microscopically  the  growth  was  an  adeno- 
carcinoma, and  the  secondary  growths  were  of  the  same 
glandular  type  of  formation. 

The  patient  died  on  the  tenth  day  after  operation  in  a 
profound  state  of  anaemia.  At  the  autopsy  a  fatty  heart 
was  found,  and  the  organs  were  extremely  pale.  There 
were  no  secondary  growths  in  other  organs  or  in  the 
lymphatic  glands. 

He  had  seen  altogether  three  cases  of  comparatively 
early  carcinoma  of  the  body  of  the  uterus,  with  secondary 
growths  in  both  ovaries,  and  should  very  much  like  to 
hear  the  opinion  of  those  of  more  experience  as  to  the 
relative  frequency  of  metastases  in  the  ovaries  secondary 
to  cancer  of  the  body  of  the  uterus.  He  would  suggest 
that  in  primary  carcinoma   of   the   body  the    tubes  and 
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ovaries  should  be  removed  as  well  as  tlie  uterus^  even 
though  they  appear  to  be  apparently  unaffected  by 
growth. 

Dr.  Lewers  said  that  he  had  recorded  a  case  of  carcinoma  of 
the  body  of  the  uterus  for  which  he  had  performed  abdominal 
hysterectomy  in  which  there  was  a  secondary  malignant  growth 
in  one  of  the  ovaries.  He  showed  the  specimen  before  the 
Society.     It  was  recorded  in  the  '  Obstet.  Soc.  Trans.,'  vol.  xiv, 

1903,  p.  97. 

Dr.  Tate  referred  to  a  case  of  malignant  disease  of  the  body 
of  the  uterus  and  ovary  which  had  come  under  his  notice  five 
years  ago.  The  tumour  of  the  ovary,  which  to  the  naked  eye 
appeared  to  be  a  cystic  adenoma,  was  removed  by  abdominal 
section  by  Dr  Culhngworth,  after  a  preliminary  exploration  of 
the  interior  of  the  uterus  on  account  of  persistent  haemorrhage. 
A  good  deal  of  soft  growth  was  removed  with  the  curette. 
Portions  of  this  growth  and  also  of  the  ovarian  tumour  were 
examined  by  Mr.  Targett,  who  pronounced  both  to  be  columnar- 
celled  carcinoma.  A  fortnight  after  the  first  operation,  viz.  on 
July  25th,  1901,  the  uterus  and  the  remaining  ovary  Avere 
removed  by  the  vaginal  route  by  Dr.  Tate.  The  patient  was 
some  time  in  recovering  from  the  operation,  but  ultimately  got 
quite  strong.  One  year  after  the  operation  the  patient  married, 
and  remained  quite  well  till  November,  1902,  when  a  little 
fleshy  growth  was  discovered  at  one  angle  of  the  scar  in  the 
vaginal  roof.  It  appeared  to  be  a  little  granulation-tissue  and 
was  scraped  away  with  a  sharp  spoon,  after  which  pure  carbohc 
acid  was  applied  to  the  raw  surface.  This  also  was  examined 
microscopically  and  reported  to  be  carcinomatous.  It  has,  how- 
ever, never  returned.  On  March  17th,  1903,  a  small  cystic 
swelling  was  found  above  the  scar  in  the  vaginal  roof.  This 
was  incised  and  a  couple  of  ounces  of  blood-stained  fluid 
evacuated.  No  evidence  of  any  new  growth  was  discovered.  The 
patient  kept  well  for  over  a  year  after  this,  but  on  June  20th, 

1904,  she  came  up  to  report  herself  and  was  found  to  have  a 
swelling  as  large  as  an  orange  in  the  situation  of  the  old  one. 
Dr.  Tate  was  not  very  sanguine  about  removing  this,  but  after 
consultation  with  Dr.  Cullingworth  he  decided  to  open  the 
abdomen,  and  then  found  a  cyst  in  the  situation  of  the  remains 
of  the  right  appendages,  intimately  adherent  to  the  intestines 
and  surrounding  structures.  The  cyst  was  carefully  separated 
from  its  adhesions  and  removed.  On  examining  the  interior  it 
presented  at  one  patch  a  small,  friable  growth  as  large  as  a  hazel- 
nut. Microscopically  this  proved  to  be  malignant.  The 
patient  was  quite  well  when  seen  in  March,  1906.  An  interest- 
ing point  in  the  case  is  that  the  patient  was  only  thirty-three 
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years  of  age  at  tlie  time  of  the  first  operation,  and  it  is  remark- 
able that  she  should  be  quite  well  so  long  after  the  primary 
operation  in  spite  of  the  fact  of  her  having  had  two  definite 
recurrences  of  the  disease. 

Dr.  EiTSSELL  Andrews  mentioned  a  specimen  in  the  Museum 
of  the  London  Hospital  which  resembled  that  described  by 
Mr.  Hicks.  The  carcinoma  of  the  body  of  the  uterus  was  fairly 
early,  the  organ  not  being  enlarged,  and  the  ovary  affected  by 
secondary  sarcinoma  was  about  as  large  as  a  Tangerine  orange. 

The  President  briefly  described  a  case  in  which  he  had 
removed,  by  the  abdominal  method,  a  uterus  with  carci- 
noma of  the  body.  He  chose  this  operation  because  he  was 
suspicious  of  the  right  ovary  and  tube.  The  left  ovary  looked 
quite  normal  and  was  shrunk,  as  would  be  expected  in  a 
woman  of  fifty-eight.  It,  as  well  as  the  right  ovary,  was 
carcinomatous.  This  case  supported  Mr.  Hicks's  views  as  to 
the  extent  of  operation  in  instances  of  cancer  of  the  uterine 
body. 


FURTHER  HISTORY  OF  A  CASE  OF  DEGENERA- 
TING FIBROMYOMA  AND  SARCOMA  OF 
UTERUS.^ 

By  Dr.  R.  Hamilton  Bell. 

The  case  w^as  originally  reported  by  Dr.  Walter  Tate  at 
the  meeting  of  the  Society  last  November.  It  was  a  large 
tumour,  weighing  4^  lb.,  and  was  described  as  consisting 
mainly  of  fibromyonia  undergoing  necrotic  degeneration, 
but  as  showing  low  down  on  the  right  side  a  small  portion 
which  was  soft  and  friable,  and  which  microscopically 
showed  the  structure  of  a  spindle-celled  sarcoma.  Dr. 
Tate  declared  that  the  special  interest  of  the  specimen 
was  to  determine  whether  the  sarcoma  was  due  to  mali- 
gnant change  in  a  pre-existing  fibroid  or  whether  it  was 
a  primary  growth. 

The  tumour  was  referred  to  the  Pathology  Committee, 
which,  after  two  sittings,  found  itself  unable  to  find  any 
definite  evidence  of  sarcomatous  change. 

Those  of  us  who  had  watched  the  case  at  St.  Thomas's, 
*    See  Vol.  XLVII,  pp.  358,  407. 
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seen  the  operation_,  and  examined  the  tumour  very  carefully^ 
both  macroscopically  and  microscopically,  were  unable  to 
accept  this  verdict  as  conclusive,  and  in  the  discussion 
upon  the  paper  read  by  Dr.  Griffith  and  Dr.  Williamson  at 
the  meeting  in  January,  based  upon  a  case  of  fibromyoma 
undergoing  sarcomatous  change,  I  pledged  myself  to  report 
if  possible  the  further  history  of  Dr.  Tate's  case.  I  am 
now  able  to  fulfil  this  promise  and  to  give,  not  only  the 
clinical  history,  but  also  an  account  of  the  autopsy,  and  to 
show  sections  taken  from  secondary  growths  in  the 
abdomen,  retro-peritoneal  glands,  liver,  and  lungs. 

For  the  sections  and  for  the  account  of  the  i^ost  mortem 
I  am  greatly  indebted  to  the  authorities  in  charge  of  the 
Cancer  Research  Department  of  the  Middlesex  Hospital. 
The  original  operation  at  St.  Thomas's  was  on  October 
5th,  1905.  The  patient  was  discharged  a  month  later,  but 
on  January  3rd,  1906,  she  was  admitted  to  the  cancer 
wards  of  the  Middlesex  Hospital  with  obvious  evidence  of 
extensive  new  growth  in  the  abdomen.  Great  abdominal 
distension,  with  constipation,  and  occasional  vomiting,  and 
later  dyspnoea  and  a  disturbed  mental  state  were  the 
main  symptoms.  Death  occurred  on  February  25th.  I 
had  written  previously  to  the  house  surgeon,  and  was 
courteously  informed  of  the  death  and  invited  to  be 
present  at  the  post-mortem  examination.  The  following 
notes  are,  however,  taken  from  the  official  report  in  the 
records  of  the  Cancer  wing  of  the  Middlesex  Hospital. 
Autopsij. —Fehrunry  26th,  1906. 

Body  much  emaciated,  the  abdomen  enormously  dis- 
tended, legs  and  feet  somewhat  oedematous.  Brain  not 
examined.      CEsophagus,  larynx,  trachea,  thyroid  normal. 

Thorax. — Pericardium  contained  about  20  c.c.  clear 
fluid.      Heart  normal. 

Pleurae. — Numerous  adhesions  at  left  apex  and  all  over 

the  right  side.    The  visceral  pleurse  on  both  sides  studded 

with  plaques  of  growth. 

Lungs. — Some  engorgement  of  both  bases.      Numerous 

nodules  of  growth  throughout. 
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Abdomen. — On  section  of  abdominal  parietes  an  enor- 
mous cyst  was  seen  on  the  right  side^  extending  from  the 
pelvis  to  the  liver,  which  was  displaced  upwards  by 
it.  On  puncturing  it  more  that  80  oz.  of  yellow,  rather 
viscid  fluid  escaped,  but  owing  to  the  thickness  of  the 
walls  it  did  not  collapse.  The  wall  when  subsequently 
removed  weighed  5  lb.  6  oz.  This  cyst- wall  was  every- 
where matted  to  the  intestines  by  bands  of  adhesions,  to 
such  an  extent  that  the  cyst,  intestines,  and  pelvic  con- 
tents had  to  be  removed  en  masse.  Six  other  thick-walled 
cystic  masses,  each  measuring  about  3  inches  in  diameter, 
were  also  found  in  the  jDeritoneal  cavity  apparently  attached 
to  the  parietal  peritoneum,  and  a  single  solid  mass  of 
flattened  form  (3  inches  in  diameter)  was  connected  with 
the  round  ligament  of  the  liver.  The  inner  surface  of 
the  cysts  was  rough,  and  the  contents  in  each  case  were 
the  same  as  those  of  the  large  cyst. 

The  peritoneum  was  studded  with  masses  of  growth  of 
nodular  form  varying  in  diameter  from  more  than  half  an 
inch  to  that  of  a  pin^s  head. 

Liver. — Contained  nodules  of  growth,  small  and  about 
twelve  in  number. 

Spleen,  pancreas,  adrenals  normal.  Stomach  and  in- 
testines normal,  except  for  nodules  on  the  peritoneal 
surface  of  the  latter. 

Kidneys. — Capsules  rather  adherent  and  the  pelvis  of 
the  left  somewhat  dilated. 

Bladder. — Mucosa  apparently  normal.  Both  it  and  the 
rectum  surrounded  by  the  pelvic  growth. 

The  lumbar,  iliac,  and  retro-peritoneal  glands  formed 
a  continuous  mass  of  growth.  Xo  trace  of  uterus  or 
ovaries  found. 

The  sections  shown  to-night  are  taken  from  the  cyst- 
wall,  from  the  retro-peritoneal  glands,  and  from  the 
secondary  growths  in  the  liver  and  lung.  I  have  also 
brought  for  purposes  of  comparison  a  section  of  the 
original  tumour — that  is,  of  the  soft  friable  portion.  The 
close    resemblance   will,   I    think,    be    agreed   to    by    all. 
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The  sections  from  liver  and  lung  perhaps  establish  most 
clearly  the  diagnosis  of  spindle-celled  sarcoma. 

The  question  has  still  to  be  answered  whether  the 
sarcoma  was  due  to  malignant  change  in  a  pre-existing 
fibroid  or  whether  it  was  a  primary  growth.  My  own 
opinion  inclines  to  the  former  hypothesis_,  but  it  is  diffi- 
cult to  speak  confidently.  The  fact^  however,  that 
the  Pathology  Committee  were  unable  to  agree  that  the 
original  sections  showed  anything  more  than  a  very 
degenerate  fibro-myoma,  with  no  definite  evidence  of 
sarcomatous  change,  seems  to  point  distinctly  in  this 
direction. 

The  specimen  icas  referred  to  the  Pathology  Committee. 


ABDOMINAL   HYSTERECTOMY  FOR  CANCER    OF 
THE  CERVIX  ASSOCIATED  WITH  PREaNANCY. 

Shown  by  Mr.  Douglas  Drew. 

(Introduced  by  Dr.  Walter  Tate.) 

Mr.  Drew  showed  a  specimen  of  cancer  of  the  cervix 
associated  with  pregnancy  at  the  fourth  month,  which  he 
had  removed  by  abdominal  hysterectomy  on  March  9th, 
1906,  the  patient  making  an  uneventful  recovery. 

On  the  left  side  the  growth  had  extended  beyond  the 
limits  of  the  cervix,  which  rendered  it  doubtful  whether 
it  would  be  possible  to  completely  extirpate  the  disease 
per  vaginam. 

Mr.  Drew  therefore  selected  the  abdominal  route,  and 
followed  the  method  advocated  by  Wertheim  of  dissecting 
out  the  ureter,  and  removing  the  cellular  tissue  on  the 
left  side  with  the  uterus.  The  operation  proved  that  the 
disease  could  not  have  been  completely  removed  by  vaginal 
hysterectomy,  as  it  was  necessary  to  dissect  out  some  three 
inches  of  the  ureter  in  order  to  remove  the  cellular  tissue 
on  the  left  side.      Mr.  Drew  pointed  ou*  that  the  laxity  of 
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the  tissues  associated  witli  pregnancy  rather  facilitated  the 
operation.  He  remarked  upon  the  fact  that  no  damage 
resulted  to  the  ureter,  which  he  attributed  to  the  care 
that  was  taken  not  to  disturb  the  vessels  ramifying  on  its 
surface."^ 

Dr.  Lewers  asked  if  Mr.  Drew  had  found  it  necessary  to 
remove  any  of  the  pelvic  lymphatic  glands. 

Dr.  Herbert  Spencer  was  interested  in  this  case  in  that  he  had 
at  the  same  time  as  Mr.  Drew  a  similar  case  of  pregnancy  advanced 
to  about  the  fourth  month  (the  foetus  being  nine  inches  long),  and 
the  cancerous  cei'vix  was  as  big  as  a  small  orange.  Although 
the  utero-sacral  ligaments  were  thickened  he  had  no  difficulty  in 
removing  the  uterus  by  the  vagina  with  the  galvano-cautery,  and 
the  patient  made  an  absolutely  painless  recovery.  The  absence 
of  difficulty  or  severe  haemorrhage  in  separating  this  large  cervix 
with  the  galvano-cautery  inclined  him  still  more  towards  the 
suggestion  he  had  made  for  dealing  with  certain  cases  of  cancer 
complicating  labour  by  the  preliminary  removal  of  the  cervix. 
His  own  case,  alluded  to  above,  was  so  anaemic  and  exhausted 
from  haemorrhage  that  he  did  not  think  she  would  have  stood 
an  abdominal  hysterectomy,  which  had  certain  advantages,  but 
was  undoubtedly  more  dangerous  than  the  vaginal  operation. 
He  thought  that  one  of  its  chief  advantages  was  the  clamping 
of  the  vagina  before  severing  it ;  this  had  not  been  carried  out 
in  Mr.  Drew's  case. 

*  The  author  states  that  there  was  distinct  evidence  of  recurrence  at 
the  top  of  the  vagina  at  the  end  of  July,  and  that  the  growth  had  further 
extended  when  seen  on  September  19th,  1906. — [Ed.] 


204 


A  CASE  SHOWma  {A)  UTERINE  CONTRACTIOjST 
WITHOUT  RETRACTION,  {B)  PROLONGED 
HIGH  TEMPERATURE   OF   NERVOUS   ORIGIN. 

By  G.  ERNEST  HERMAN,  M.B.Lond.,  F.R.C.P., 

CONSULTING    OBSTETRIC   PHYSICIAN    TO    THE    LONDON    HOSPITAL. 

(Eeceived  February  7th,  1906.) 

Abstract. 

The  author  relates  a  case  of  premature  labour  in  wliicli  tlie 
advance  of  the  child  was  arrested  for  more  than  twenty-four 
hours,  although  the  uterus  was  regularly  contracting,  the  pas- 
sages fuUy  dilated,  the  child  small,  and  the  pelvis  of  ample  size, 
the  cause  of  the  arrest  being,  in  the  author's  judgment,  a,bsence 
of  uterine  retraction.  He  thinks  the  case  important  as  exem- 
plifying the  difference  between  contraction  and  retraction  of  the 
uterus. 

Delivery  was  followed  by  high  temperature  lasting  more  than 
a  fortnight,  without  physical  signs  of  disease,  without  emacia- 
tion or  enfeeblement,  and,  therefore,  the  author  believes, 
entirely  of  nervous  origin.  As  such  prolonged  high  tempera- 
ture of  nervous  origin  is  rare,  the  author  has  collected,  and 
quotes  some  similar  cases  recorded  by  others. 

The  patient,  aged  29,  had  had  three  previous  preg- 
nancies. The  first  child  was  born  eight  years  ago.  It 
was  healthy  at  birth  and  has  remained  so.  The  second 
child  was  born  six  years  ago  ;  it  had  snuffles  and  a  skin- 
eruption,  but  is  now  quite  healthy.  The  patient  believed 
that  she  became  pregnant  for  the  third  time  in  October, 
1903,  and  expected  to  be  delivered  in  July,  1904.     The 
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labour  did  not  come  on  till  a  month  after  the  date  at 
which  it  was  expected,  and  then  the  patient  was  delivered 
of  a  dead  and  decomposing  child,  which,  in  the  opinion  of 
her  medical  attendant,  Dr.  C.  B.  Voisey,  must  have  died 
at  about  eight  months  intra-uterine  age.  In  the  third 
stage  of  labour  there  was  much  liaBmorrhage,  the  placenta 
was  found  to  be  adherent,  and  was  with  great  difficulty 
manually  removed.  Temperature  was  high  for  about  a 
week  after  delivery. 

The  patient^s  last  menstruation  ceased  on  November 
17th,  1904.  Delivery  was,  therefore,  expected  on  or 
about  August  22nd,  1905.  The  patient  was  naturally 
anxious  that  the  events  of  the  preceding  pregnane}^  should 
not  be  repeated.  After  consultation  between  Dr.  Voisey, 
Dr.  Michael  Beverley  of  Norwich  (the  patient's  former 
medical  attendant),  and  Dr.  Herman,  it  was  decided  to 
induce  premature  labour  at  about  the  time  at  which  in  the 
last  pregnancy  the  child  was  believed  to  have  died.  There- 
fore on  July  27th,  at  10  a.m.,  the  child's  movements  being- 
perceptible  and  the  foetal  heart  audible,  a  bougie  was  passed 
into  the  uterus.  The  child  was  lying  in  the  first  position, 
back  forwards  and  to  the  left,  head  downwards.  The  head 
was  above  the  pelvic  brim,  but  not  engaged  in  it,  the  os 
internum  not  dilated. 

Pains  began  at  about  1  a.m.  on  July  28th  ;  at  5  p.m. 
the  OS  internum  was  large  enough  to  admit  two  fingers, 
but  the  pains  w^ere  not  more  frequent  or  more  vigorous 
than  they  had  been  early  in  the  morning.  A  Champetier's 
bag  was  therefore  placed  in  the  lower  segment  of  the  uterus. 
This  soon  produced  more  vigorous  uterine  action.  The 
bag  was  removed  at  11.15  p.m.,  the  os  uteri  being  then 
dilated  to  a  diameter  of  3 J  inches.  The  head  was  above 
the  brim,  not  in  the  least  engaged  in  it,  the  position  of 
the  child  as  before.  After  removal  of  the  bag  the  uterus 
continued  to  regularly  contract,  but  the  child  remained  in 
the  same  position.  After  waiting  for  about  an  hour,  as 
no  part  of  the  child  descended,  half  a  drachm  of  the  liquid 
extract  of  ergot  was  given.    After  this  regular  uterine  con- 
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tractions  continued,  but  no  descent.  This  state  of  things 
continued  throughout  the  whole  of  July  29th,  except  that 
early  in  the  morning  of  this  day  the  membranes  rup- 
tured. In  the  evening  a  draught  of  i  drm.  of  chloral 
and  15  min.  of  Tr.  opii  was  given,  and  the  patient  slept 
on  and  oif  through  the  night  and  the  next  morning.  At 
8.30  a.m.  on  the  morning  of  July  30th,  the  patient  not 
being  aware  of  any  increase  in  her  pains,  the  nurse  found 
the  cord  protruding  from  the  vulva.  I  saw  the  patient 
at  10  a.m.  The  cord  was  protruding  from  the  vulva,  and 
pulsating.  The  head  Avas  just  engaged  in  the  pelvic  brim, 
but  had  not  sunk  deeply  into  it.  Regular  uterine  con- 
tractions were  present.  My  first  intention  was  to  replace 
the  cord  and  deliver  with  forceps,  but  when  I  tried  to  do 
this  I  found  the  head  so  movable  that  passing  up  the  for- 
ceps blade  was  enough  to  displace  it.  I  therefore  seized 
a  foot,  turned,  and  delivered.  The  child,  a  male,  weighed 
4  lb.  9  oz.  Breathing  was  suspended  when  it  was  born, 
but  was  quickly  established. 

After  delivery  the  uterus  continued  to  regularly  con- 
tract, and  the  placenta  was  partly  expelled  into  the  vagina. 
Three  quarters  of  an  hour  after  delivery  the  placenta  was 
still  partly  within  the  uterus,  and  the  patient  had  lost 
much  blood.  The  placenta  was,  therefore,  manually 
removed.  It  was  adherent  over  a  small  area,  not  very 
firmly,  but  enough  to  prevent  its  natural  detachment. 
The  placenta  was  about  twice  the  usual  size,  but  pre- 
sented no  sign  of  disease  to  the  naked  eye.  After  re- 
moval of  the  placenta  the  uterus  well  contracted  and 
retracted,  and  there  was  no  further  haemorrhage.  The 
patient  was  very  prostrate,  with  a  small  and  very  quick 
pulse.  Two  pints  of  warm  water  were  injected  into  the 
rectum.  Two  hours  after  delivery  the  patient  had  rallied 
well ;  her  extremities  were  warm,  although  the  pulse  was 
still  very  quick. 

During  the  labour  the  patient  shivered,  and  her  tem- 
perature rose  to  106'4^  F.  Within  five  hours  it  had  come 
down  to  100°  F.      After  this  there  was  more  or  less  fever 
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indicated  by  the  thermometer  every  day  until  August  23rd. 
The  patient  had  rigors  on  August  5th,  the  temperature 
rising  to  105'6°  F. ;  on  August  7th,  temperature  reaching 
105'8^  F.  ;  August  8th_,  with  temperature  of  105°  F. ;  on 
August  13th,  temperature  rising  to  104*6°  F.  ;  on  August 
16th,  temperature  reaching  104*8^  F. ;  and  on  August  17th, 
with  temperature  reaching  105°  F. 

Throughout  the  illness,  in  spite  of  the  high  temperature 
and  repeated  rigors,  the  pulse,  which  had  been  after 
delivery  very  small,  quick,  and  feeble,  steadily  improved 
in  volume,  and  between  the  rigors  became  less  quick.  On 
the  morning  of  August  18th,  after  the  last  rigor,  the  pulse 
was  88. 

Never  at  any  time  during  the  illness  did  the  patient 
present  the  anxious  expression  of  face  that  accompanies 
septic  poisoning;  from  beginning  to  end  she  looked 
placid,  confident,   and  happy. 

The  patient  was  examined  from  time  to  time  by  me,  by 
Dr.  Russell  Andrews,  and  by  Dr.  A.  Gordon  Wilson,  but 
neither  of  us  could  at  any  time  discover  any  signs  of  local 
disease  to  account  for  the  fever.  The  uterus  had  sunk  to 
the  level  of  the  pelvic  brim  by  the  end  of  a  week.  There 
never  was  any  pain  or  tenderness  in  the  pelvis.  The 
uterus  was  movable  throughout,  and  no  enlargement  of 
ovaries  or  tubes  could  be  detected.  The  lochia  were 
never  offensive,  and  in  quantity  were  rather  less  than 
usual.  The  breathing  was  throughout  easy,  there  was 
never  any  cough.  No  cardiac  murmur  or  irregularity 
was  perceived,  and  the  cardiac  dulness  was  never  increased. 
The  patient  was  rather  slow  in  regaining  her  appetite,  but 
there  was  never  any  abdominal  pain  or  tenderness,  diar- 
rhoea, nor  any  other  indication  of  disease  of  stomach  or 
bowels. 

On  August  7th  a  sample  of  the  blood  was  taken  by  Mr. 
T.  W.  Twort,  assistant  bacteriologist  to  the  London  Hos- 
pital. It  proved  to  be  sterile.  The  blood  was  taken 
with  a  sterilised  syringe.  The  puncture  made  by  the 
syringe  was   closed   by  applying  to  it  a  pad  of  cyanide 
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gauze  about  the  size  of  a  shilling,  over  which  collodion 
was  painted.  The  area  of  skin  covered  by  the  collodion 
sloughed.  The  granulating  surface  left  after  separation 
of  the  slough  was  afterwards  filled  up  by  skin-grafting. 

On  August  9th  two  injections  of  20  c.c.  each  of  poly- 
valent anti-streptococcic  serum  were  given,  but  as  next 
evening  the  temperature  rose  to  10 P  F.  it  did  not  appear 
that  much  effect  was  produced;  this  treatment  was  not 
then  continued.  At  a  consultation  occasioned  by  the 
rigor  of  August  16th  it  was  decided  that  if  in  the  evening 
of  that  day  the  temperature  was  over  102°  F.,  anti- 
streptococcic serum  should  again  be  injected.      But  when 


the  evening  arrived  the  temperature  was  under  102°  F., 
and  next  morning  it  was  for  the  first  time  since  delivery 
normal.  Had  the  serum  been  used  it  would  doubtless 
have  had  the  credit  of  the  normal  temperature. 

On  August  17th,  about  9  p.m.,  she  was  seen  by 
Dr.  Gordon  Wilson,  having  had  a  rigor  earlier  in  the 
day.  The  temperature  was  then  105°  F.;  half  an  hour 
later  it  was  lOS-G""  F.  Dr.  Wilson  injected  10  c.c.  of 
Parke,  Davis,  &  Co.''s  anti-streptococcic  serum.  At  mid- 
night the  temperature  had  fallen  to  100°  F.  Next  morning 
it  was  98°F.  From  August  19th  to  22nd  the  temperature 
oscillated  between  99°  and  100°  F.  On  August  23rd  and 
afterwards  it  exceeded  not  99°  F.     The  temperatures  were 
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all  taken  in  the  mouth,  except  that  on  August  13th. 
Dr.  Gordon  Wilson  also  took  it  in  the  axilla,  and  found 
it  the  same  there  as  in  the  mouth. 

This  case  is  a  remarkable  one  on  account  of  two 
things. 

(1)  It  illustrates  the  difference  between  uterine 
contraction  and  retraction.  There  was  for  more  than 
twenty-four  hours  uterine  contractions  without  retrac- 
tion.     In  a  recent  American  text-book  of  midwifery  the 
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author  says  that  he  finds  great  difficulty  in  understanding 
what  retraction  is.  I  may,  therefore,  be  allowed  to  quote 
the  definition  given  by  Pajot,  which  is  that  "  retractility 
is  the  property  by  virtue  of  which  the  uterus,  when 
emptied  of  part  of  its  contents,  does  not,  when  the  con- 
traction by  which  the  contents  had  been  expelled  passes 
off,  return  to  its  former  state,  but  remains  with  its  walls 
thickened  and  its  cavity  lessened  in  size";  and  to  refer  those 
desirous  of  further  understanding  the  subject  to  the  paper 
"  On  Elasticity,  Retraction,  and  Polarity  of  the  Uterus," 
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by  Dr.  Matthews  Duncan,  published  in  Vol.  XXVIII  of  our 
^Transactions/  p.  115  (1886). 

In  this  case  the  genital  canal  was  fully  dilated  at  11.15 
p.m.  on  July  28th.  Regular  contractions  of  uterus,  felt  as 
pains  by  the  patient,  and  felt  also  by  the  hands  of  the 
medical  attendant  on  the  abdomen,  went  on  throughout 
the  whole  of  July  29th,  without  any  advance  of  the  child, 
although  the  child  was  a  small  one,  the  membranes  rup- 
tured, the  head  presenting  in  the  most  favourable  position, 
and  there  was  no  obstacle  whatever  to  its  advance,  either 
from  the  soft  parts,  which  were  fully  dilated,  or  the  bony 
pelvis.  Retraction  did  not  begin  till  early  in  the  morning 
of  July  30th.  When  it  began  cannot  be  known;  the 
fact  was  found  out  when  the  nurse  discovered  the  cord 
protruding. 

(2)  The  very  prolonged  high  temperature,  with  repeated 
rigors,  without  any  physical  signs  of  disease  to  account  for 
it.  The  absence  of  physical  signs,  of  any  indication  of 
the  exhaustion  which  usually  accompanies  high  fever,  and 
the  complete  recovery,  lead  me  to  think  that  the  tem- 
perature was  entirely  of  nervous  origin.  I  say  nervous, 
not  hysterical,  because  the  patient,  so  far  as  I  could  judge, 
was  not  in  the  least  hysterical;  but  I  must  admit  that  the 
patient  was  not  tested  for  the  hysterical  stigmata. 

I  have  seen  one  case  of  which  this  reminded  me. 
Some  years  ago  I  was  called  to  see  a  patient  in  consul- 
tation with  Dr.  Gardner,  of  West  Cliff,  Bournemouth. 
The  patient  had  had  a  fibroid  polypus  removed,  and  this 
simple  operation  was  followed  by  high  temperature,  which 
lasted  some  weeks,  and  naturally  made  all  around  her 
suspect  that  there  must  be  some  inflammatory  or  infective 
trouble.  But  her  medical  attendants  could  find  nothing 
except  some  slight  cystitis,  and  I  could  discover  nothing. 
The  illness  ended  in  complete  recovery.  The  chart,  un- 
fortunately, has  been  destroyed,  so  that  I  cannot  give 
exact  details,  but  the  pyrexia  was  high  and  prolonged, 
but  without  signs  of  exhaustion  or  emaciation. 

Dr.  Herbert  Williamson  has  kindly  sent  me  the  notes 
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of  a  case  observed  in  the  wards  of  St.  Bartholomew's 
Hospital.  I  have  to  thank  Dr.  G-ee^  under  whose  care 
the  patient  was,  for  permission  to  use  these  notes.  The 
notes  are  in  the  handwriting  of  Dr.  G-ow.  Dr.  F.  W. 
Andrewes  was  the  clinical  clerk  of  the  case. 

M.  R — J  aged  42.  Admitted  into  Mary  Ward  on 
September  15th,  1885,  under  the  care  of  Dr.  Gee,  suffering 
from  numbness  and  tingling  in  the  legs  and  inability  to  walk. 

Married  fourteen  years.  Children,  4;  youngest  aged  6. 
Miscarriage,  1  at  fifth  month  (1883).  Catamenia  regular 
until  May,  1885  ;  since  then  absent.    Gravida  five  months. 

The  only  point  of  importance  in  past  history  is  that 
patient  states  she  has  suffered  from  shivering  fits  two  or 
three  times  a  year  for  past  thirteen  years.  Never  lived 
abroad. 

In  April,  1885,  loss  of  power  in  both  legs,  preceded  by 
pricking  and  tingling  sensations.  Admitted  into  hospital 
in  May.  Remained  in  hospital  three  weeks.  Left  greatly 
improved.  Became  pregnant  almost  immediately  after 
leaving  hospital. 

In  October,  1886,  pricking  and  tingling  sensations 
returned.  Suffered  also  from  pain  in  calves ;  feeling  of 
tight  constriction  around  lower  part  of  abdomen  and 
inability  to  empty  bladder  and  rectum. 

At  time  of  admission  patient  was  unable  to  stand  or 
walk,  the  tendon  reflexes  and  knee-jerks  were  exaggerated, 
ankle-clonus  was  present,  but  there  was  no  anaesthesia. 

A  diagnosis  of  spastic  paraplegia  was  made.  Dr.  F.  W. 
Andrewes,  who  was  the  clinical  clerk  of  the  case,  tells  me 
that  the  condition  was  regarded  as  probably  functional. 

October  1st. — Rigor;  temperature  rose  to  102°  F.  No 
vomiting ;  passed  urine  under  her. 

4th,  5th,  6tli. — Temperature  remained  raised,  varying 
between  100°  F.  and  102°  F.  Pulse  rate,  140.  Vomited 
occasionally.      Passed  urine  under  her. 

7th,  8th. — Temperature  normal.  General  condition 
good.      Full  control   of  bladder. 

9th. — Temperature  again  rose  to  101°  F.      Vomited. 
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10th — November  6tli. — Temperature  normal.  Up  and 
about  ward.  Beyond  the  exaggerated  tendon  reflexes  and 
some  spasticity  of  legs  no  symptoms  observed. 

7th. — Aborted.  Foetus  of  five  months'  development. 
Placenta  normally  expressed  per  hypogastriuvi. 

15th. — Ketention  of  urine. 

16th.— Rigor  at  7.30  a.m.  Temperature  104*2°  F. 
'No  pain  or  tenderness. 

r7th. — Dr.  Clement  Godson  examined  pelvis,  could  find 
nothing  abnormal. 
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17th — December  10th. — Very  irregular  temperature, 
occasionally  dropping  to  normal,  and  frequently  reaching 
104°  F.,  on  one  occasion  reaching  107°  F.  Numerous 
rigors,  followed  by  profuse  sweating  and  great  collapse. 
Pulse  sometimes  80  and  of  good  volume,  sometimes  140 
and  of  very  poor  volume.  On  one  or  two  occasions  light- 
headed. Sometimes  retention  of  urine.  Complained  of 
pain,  sometimes  in  the  chest,  sometimes  in  the  loin,  some- 
times in  abdomen,  sometimes  in  left  groin.  No  physical 
signs  were  found  to  account  for  this. 

November  25th. — Pelvic  examination  made  by  Dr. 
Matthews  Duncan.     Nothing  abnormal  discovered. 
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December  9th. — Temperature^  104°  F. 

10th.— Rigor.  Temperature,  101°  F.  This  day  Dr.  Gee 
ordered  the  patient  to  get  up,  to  dress,  and  get  about  the 
ward.  The  temperature  fell  immediately,  and  remained 
normal. 

My  colleague  Dr.  Head  has  supplied  me  with  notes  of  a 
case  under  his  care  when  acting  for  Dr.  Percy  Kidd  in 
the  London  Hospital.  The  patient,  aged  22,  had  been  for 
six  months  a  hotel  cook,  previously  to  that  a  merchant 
seaman.  He  had  been  in  hospitals  in  St.  Petersburg, 
Madrid,  and  California.  His  complaints  were  of  pain 
after  food,  vomiting,  and  pains  in  joints.  While  in  the 
hospital  he  had  repeated  rigors,  fits,  with  convulsive 
movements  and  loss  of  consciousness,  and  retention  of 
urine  followed  by  cystitis.  He  also  had  pyrexia,  remark- 
able for  two  things — first  its  sudden  variations  (thus  on 
one  occasion  at  4  o^clock  it  was  101°  F.,  5  o^clock  107^  F., 
at  5.30  105°  F.),  and  next  that  it  was  different  in  the 
axilla  from  what  it  was  elsewhere.  Thus  on  one  occasion 
it  was  108°  F.  in  the  axilla,  97-5°  F.  in  the  mouth,  99"^  F. 
in  the  rectum.  Another  time  110°  F.  was  registered  in  the 
axilla,  but  taken  again  a  few  minutes  afterwards  it  was 
only  99°  F. 

These  variations  strongly  suggest  that  the  temperatures 
were  factitious.  All  I  can  say  about  that  is  that  this 
possibility  was  present  to  the  minds  of  those  in  attend- 
ance upon  the  man,  and  that  if  factitious  they  failed  to 
find  out  how  it  was  done. 

The  subsequent  history  of  this  man  is  not  without 
interest.  After  being  discharged  from  the  London  Hos- 
pital he  spent  months  in  residing  in  several  London 
infirmaries  and  hospitals,  and  in  two  of  the  latter  he  had 
upon  two  separate  occasions  his  abdomen  opened,  but  no 
disease  was  found  at  either  operation. 

Tait,^  in  a  paper  on  puerperal  temperatures,  has 
recorded  ten  cases  of  high  temperature  without  physical 
signs  of  disease.  In  most  of  these  the  fever  was  of  very 
*  '  Obstet.  Trans./  vol.  xxvi,  1884. 
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short  duration,  but  in  two  it  lasted  several  days,  and  in 
seven  of  them  the  temporary  rise  of  temperature  occurred 
more  than  once. 

Hale  White  "^  reported  a  case  of  hysterical  pyrexia. 
The  temperature  rose  to  105°  F.  It  was  considered  hys- 
terical because  there  were  no  physical  signs  and  the 
course  of  the  temperature  was  erratic.  Pain  of  which 
the  patient  complained  was  also  erratic.  Rigors  preceded 
the  temperature.  In  his  paper  Hale  White  referred  to 
sixteen  other  cases,  which  I  will  not  quote,  as  any  one  who 
wishes  to  seen  them  can  refer  to  Hale  Whitens  paper. 

Meissen  t  has  reported  the  case  of  a  lady,  aged  23, 
without  any  morbid  heredity,  not  hysterical,  but  of  strongly 
nervous,  excitable  temperament,  who  was  admitted  into  a 
hospital  on  account  of  a  violent  spasmodic  cough  associated 
with  catarrh  of  the  apices  of  the  lungs,  but  without  evidence 
of  tubercle.  Every  few  days  the  temperature,  which  usually 
was  between  37°  C.  and  39-5°  C.  (98-5°  F.  and  103°  F.),  went 
up  to  43°  C,  44°  C,  and  even  45-5°  C.  (109-4°  F.,  11M°  F., 
113*9°  F.).  When  this  abnormal  height  was  reached  the 
temperature  fell  suddenly  to  subnormal.  At  the  height  of  the 
temperature  all  other  symptoms  of  severe  fever  were  absent, 
such  as  weakness,  cardiac  disturbance, — the  pulse  was  for 
the  most  part  nearly  normal — disturbance  of  the  sensorium. 
The  prominent  symptoms  were  restlessness  and  excitability 
by  psychical  conditions.  This  very  peculiar  condition 
lasted  for  fourteen  days,  and  then  the  temperature  re- 
mained normal.  Meissen  considered  the  hyperpyrexia 
as  a  consequence  of  disturbance  of  the  heat-regulating 
apparatus  by  a  neurotic  basis. 

The  temperatures  in  this  case  were  taken  simultaneously 
in  the  axilla,  the  mouth,  and  the  rectum,  and  found  to 
agree,  and  the  thermometers  were  carefully  tested. 

Tillmann  J  has  reported  the  case  of  a  marine,  previously 
healthy,  and  who  had  not  inherited  any  morbid  tendency. 

*  *  Clin.  Soc.  Trans.;  vol.  xix,  1886,  p.  124. 
t  '  Berliner  klin.  Woehensch.,'  1898,  No.  24. 
X  '  Miinch.  med.  Woch.,'  1893,  No.  15. 
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He  suffered  from  headache  and  tenderness  of  the  muscles 
of  the  neck  and  back^  with  remittent,  but  steadily  increas- 
ing fever,  so  that  at  first  typhus  fever  was  suspected,  but 
this  diagnosis  was  not  confirmed.  In  the  course  of  ten 
weeks'  treatment  temperatures  of  42°  C.  (107-3''  F.),  43*5°  C. 
(110-3°  F.),  and  45°  C.  (113°  F.)  were  measured,  which  sank 
in  a  short  time  to  normal.  The  thermometer  was  carefully 
tested,  the  patient  was  watched  while  the  temperature  was 
being  taken,  and  it  was  believed  that  deception  by  rubbing 
the  thermometer  was  out  of  the  question.  While  the  patient 
was  under  observation  symptoms  affecting  the  central 
nervous  system  developed — amnesia,  dreamlike  confusion, 
Romberg's  symptom,  dyschromatopsia,  hyperassthesia  of  the 
vertex.  Tillmann  thought  that  if  fever  of  so  high  a  degree 
had  been  due  to  infection  the  patient  must  have  died.  But 
as  nervous  symptoms  became  more  and  more  prominent,  he 
accepted  the  view  that  he  was  treating  a  case  of  hysterical 
fever.  This  patient's  temperature  was  taken  both  in  the 
axilla  and  in  the  rectum,  and  found  to  be  the  same  in  both 
places.  At  one  period  in  the  course  of  the  illness  trephin- 
ing was  contemplated,  but  was  not  done  on  account  of  the 
difficulties  of  localising  the  disease. 

Kobler"^  relates  the  case  of  a  man,  aged  21,  a  baker, 
who  was  attending  a  dermatological  clinic  for  an  ulcer  of 
his  foot,  and  was  transferred  to  Kobler's  care  because  for 
three  days  he  had  fever.  Every  day  at  about  the  same 
time  he  had  convulsive  movements,  ending  in  opisthotonos. 
Each  attack  lasted  from  three  to  ten  minutes.  The  tem- 
perature went  up  during  the  attacks  to  42°  C.  (107-6°  F.) 
39-2°  C.  (102-5°  F.)  and  40-5°  C.  (104-9°  F.),  but  the  pulse 
was  only  72.  It  was  found  that  enemas  of  water  and  of 
mucilage  had  the  same  eifect  in  procuring  sleep  as  enemas 
of  chloral  hydrate.  The  patient  was  threatened  with  being 
put  in  a  bath  of  ice-cold  water,  and  this  cured  him  at  the 
end  of  a  week. 

He  also  relates  the  case  of  a  boy,  aged  11,  who  was 
daily  seized,  always  at  6  p.m.,  with  fits  of  screaming  and 
*  *  Wien.  med.  Woch./  1900,  No.  26,  S.  1266. 
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manifestations  of  pain  in  the  ileo-c^ecal  region  and  inability 
to  speak.  The  attack  lasted  three  or  four  hours.  There 
were  no  physical  signs  of  disease,  no  rigor,  no  tenderness 
in  the  ileo-caecal  region.  With  the  attacks  the  tempera- 
ture rose  to  39-8°  C.  (103-6°  F.)  40-5°  C.  (104-9°  F.)  and 
41°  C.  (105*8°  F.)  The  patient  was  transferred  to  a  clinic, 
and  was  there  threatened  with  an  operation  and  strong 
applications  of  electricity.  These  proposals  were  followed 
by  prompt  cure. 

Sarbo  ^  has  published  a  case  of  hystero-epilepsy,  with 
hemi-aneesthesia  and  limitation  of  the  field  of  vision  in 
which  no  organic  disease  could  be  detected.  The  patient 
had  attacks  of  pyrexia,  coming  on  at  nearly  the  same  hour 
every  day,  in  which  the  temperature  rose  to  39°  C.  and 
over,  the  maximum  being  39*6°  C.  (103-3°  F) .  This  lasted 
for  a  week,  and  then  the  maximum  temperature  began  to 
drop,  but  it  was  four  weeks  before  the  temperature  was 
normal.  The  temperatures  were  taken  carefully,  by 
nurses,  in  the  axilla.  The  temperature  on  the  anaesthetic 
side  was  always  lower  than  that  on  the  other  side.  The 
fever  only  lasted  some  hours,  the  temperature  being  normal 
between  the  attacks.  The  fever  was  preceded  by  a  feeling 
of  heat  and  followed  by  sweating. 

Heubner  t  relates  the  case  of  a  man  who  suffered  from 
fever  for  three  months,  without  any  discoverable  cause. 
His  temperature  was  normal  in  the  morning,  and  rose  to 
39-5°  C.  (103-1°  F.),40°C.  (104°F.),  and  over  in  the  evening. 
There  was  generally  shivering.  In  spite  of  his  fever  the 
man  remained  fat  and  muscular,  and  after  its  cessation  he 
remained  well. 

Dippe  t  relates  the  case  of  an  hysterical  woman,  aged  43, 
who  had  fever  lasting  for  sixty  daj^s,  with  the  exception 
of  two  intervals  of  about  a  week  each.  The  evening  tem- 
peratures were  usually  between  30^  C.  and  40°  C.  (102°  F. 
and  104°  F.).    After  sixty  days  of  thisDoderlein  opened  the 

*  *  Arch.  f.  Psych./  Bd.  xxiii,  1892,  S.  486. 

t  *  Deutsch.  Arch.  f.  kUn.  Med./  Bd.  Ixiv,  S.  55, 

i  Ibid.,  S.  212. 
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abdomen,  expecting  to  find  pus.  He  found  all  the  abdo- 
minal viscera  perfectly  healthy.  He  removed  the  healthy 
appendix  and  the  healthy  ovaries.  The  temperature, 
which  the  evening  before  the  operation  had  been  41 '6°  C. 
(106'8°F.),  at  once  became  normal  and  remained  so. 

Wormser  and  Bing  -^  relate  the  case  of  a  patient  who 
had  inherited  nervous  weakness.  She  had  been  early 
given  to  venereal  excess  and  had  acquired  gonorrhoea, 
which  had  led  to  pelvic  peritonitis.  In  October,  1898,  her 
left  tube  and  ovary  were  removed  and  ventral  fixation  done. 
She  was  not  improved  in  health,  so  in  April,  1900,  her 
uterus  and  the  remaining  tube  and  ovary  Avere  removed 
by  the  vagina.  She  showed  anaesthesia,  analgesia,  hyper- 
assthesia,  limitation  of  the  field  of  vision,  and  sensorial 
stigmata.  In  July,  1900,  she  had  an  attack  of  pyrexia,  lasting 
three  days  and  reaching  a  maximum  of  40*4°  C.(104'7°  F.). 
The  reporters  could  discover  no  adequate  physical  cause 
for  this,  and  regarded  the  fever  as  purely  hysterical. 

Cuzin  t  has  reported  a  case  of  pyrexia  of  very  irregular 
type,  lasting  over  three  weeks,  the  maximum  temperature 
being  41-6°  C.  (106-9  F.),  occurring  in  a  patient  who  had 
well-marked  hysterical  stigmata  but  no  evidence  of  other 
organic  disease,  except  that  the  patient  had  had  hgema- 
temesis.  The  temperatures  were  taken  with  more  than 
one  thermometer. 

Dr.  Mary  Putnam  Jacobi  J  has  published  a  case  in 
which  fever  of  a  very  irregular  type,  reaching  a  maximum  of 
103-8°  F.,  was  observed  in  a  patient  the  subject  of  hysteria. 
It  was  at  first  supposed  to  be  due  to  parametritis,  but  no 
physical  signs  of  this  or  any  other  organic  disease  could 
be  found,  although  the  patient  was  examined  under 
anaesthesia.  Dr.  Jacobi's  paper  contains  summaries  of 
several  other  cases  quoted  from  periodicals. 

Boulay  §  has  discussed  hysterical  fever  very  fully,  and 

*  '  Miinch.  med.  Woch./  Bd.  xlvii,  1900,  S.  1373. 

t  '  Lyon  Med./  T.  xcii,  1899,  p.  465. 

X  '  Journ.  of  Nerv.  and  Ment.  Dis./  New  York,  June,  1890. 

§  '  Gaz.  des  Hop.,'  T.  Ixiii,  No.  148,  1890. 
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points  out  that  its  characteristic  features  are  its  irregular 
course,  its  frequently  sudden  termination^,  and  the  fact 
that  in  spite  of  prolonged  high  fever  and  though  very 
little  nutriment  is  taken,  the  patient  is  neither  emaciated 
nor  enfeebled. 

I  have  related  the  history  of  this  case  because  it  has 
generally  been  thought  that  the  characteristic  feature  of 
nervous  high  temperatures  was  their  sudden  rise,  brief 
duration,  and  sudden  fall.  The  duration  of  the  tempera- 
ture in  this  case  at  first  seemed  to  contradict  the  view 
that  it  was  of  nervous  origin.  The  cases  I  have  now 
brought  together  show  that  high  temperature — I  use  not 
the  word  "  fever  '^ — of  purely  nervous  origin  may  last  for 
weeks.  The  characteristic  feature  which  distinguishes 
high  temperatures  of  nervous  origin  from  those  due  to 
infective  processes  is  the  absence  in  the  former  of  emacia- 
tion and  enfeeblement. 

Dr.  "Williamson  said  that  the  Society  was  much  indebted  to 
Dr.  Herman  for  bringing  before  it  this  very  interesting  case  and 
for  drawing  attention  once  again  to  certain  phenomena  in  the 
mechanism  of  labour.  He  found  himself  unable  to  accept 
Dr.  Herman's  explanation  of  the  delay  in  dehvery.  Dr.  Herman 
had  asserted  that  retraction  was  absent,  but  this  assertion  rested 
upon  no  scientific  proof.  At  the  outset  it  was  necessary  to 
ask  what  we  mean  by  retraction.  Dr.  Herman  had  quoted  a 
definition,  but  one  which  he  (Dr.  "Williamson)  could  not  accept, 
for  it  assumed  that  in  nonnal  labour  retraction  did  not  come 
into  play  until  the  second  stage ;  this  assumption  he  believed  to 
be  a  false  one.  To  define  retraction  was  extremely  difficult,  and 
on  looking  the  subject  up  he  found  that  few  obstetricians  had 
attempted  to  do  so.  Definitions  were,  however,  to  be  found  in 
two  of  the  text-books  in  common  use  amongst  students — those 
of  Dr.  Gralabin  and  Dr.  Dakin.  Dr.  Galabin  defined  retraction 
thus  :  **  Retraction  means  the  contraction  and  shortening  of  the 
uterine  muscle  not  followed  by  relaxation."  That  definition 
conveyed  a  totally  false  idea ;  it  was  a  matter  of  common 
knowledge  that  during  the  third  stage  of  labour  and  afterwards 
the  uterus  remains  retracted,  but  that  rhythmical  contractions 
and  relaxations  still  continued.  Dr.  Dakin's  definition  recognised 
and  laid  stress  upon  this  important  point :  "  Retraction  is  a 
process  which  is  probably  peculiar  to  involuntary,  and  most 
marked  in  the  case  of  ut^rme,  muscle,  and  is  something  super- 
added to  contraction,  as  it  enables  a  fibre  which  has  shortened 
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to  relax  without  returning  to  its  original  lengtli."  The  definition 
is,  however,  unsatisfactory  in  two  respects — first,  because  it 
implies  that  retraction  is  a  property  peculiar  to  involuntary 
muscle,  whereas  in  truth  the  biceps  is  just  as  capable  of  retrac- 
tion as  the  uterus,  a  point  insisted  upon  by  Dr.  Horrocks ;  and 
secondly,  because  it  is  wrong  to  imagine  thp^t  other  involuntary 
muscles  do  not  possess  this  property  in  as  marked  a  degree  as 
the  uterus.  Upon  the  high  power  of  retraction  of  the  bladder- 
muscle  we  are  dependent  for  our  daily  comfort.  Dr.  Williamson 
thought  that  Pajot's  definition  was  also  misleading,  for  it  implied 
that  retraction  played  no  part  in  the  dilatation  of  the  cervix. 
He  could  not  conceive  that  dilatation  of  the  cervix  could  be 
brought  about  by  contractions  alone.  What  happened  in 
muscular  contraction  ?  The  muscle  shortened,  the  contraction 
passed  off,  and  the  muscle  returned  to  its  previous  condition. 
What  happened  in  a  labour  pain  ?  (and  for  our  present  purpose 
we  might  regard  the  uterus  as  one  big  muscle).  The  uterus 
contracted,  the  contraction  passed  off,  but  the  cervix  remained 
permanently  dilated  or  relaxed.  Something  more  than  contraction 
must  have  happened  here  ;  it  is  not  to  be  explained  by  the  fact 
that  the  uterine  contents  have  been  forced  into  the  cervical  canal, 
because  the  same  phenomenon  is  observed  in  cases  in  which  the 
membranes  have  ruptured  prematurely  and  the  head  still  remains 
above  the  brim.  It  can  only  be  satisfactorily  explained  by 
assuming  that  even  during  the  first  stage  contraction  and 
retraction  go  hand-in-hand.  Could  any  anatomical  proof  be 
found  for  the  suggestion  he  had  ventured  to  make  ?  We  possess 
descriptions  of  frozen  sections  made  through  the  bodies  of  five 
women  who  died  during  the  first  stage  of  labour ;  there  is  no 
need  to  enter  into  details,  because  a  full  description  is  given  in 
Dr.  Barbour's  book  upon  the  'Anatomy  of  Labour.'  In  all  five 
sections  there  is  evidence  of  marked  retraction  in  that  there  is  a 
thickening  of  the  walls  of  the  upper,  and  a  thinning  of  the  walls 
of  the  lower  part  of  the  uterus.  We  possess,  also,  several  sections 
made  before  the  commencement  of  labour,  but  in  all  these  the 
uterine  wall  is  found  to  be  of  almost  imiform  thickness.  Barbour 
has  noted  this  striking  fact,  but  its  significance  as  evidence  of 
retraction  appears  to  have  escaped  him.  There  was  another 
important  piece  of  evidence  which  he  had  himself  observed  in  the 
uterus  of  the  living  woman.  In  the  cases  of  Caesarean  section 
performed  during  the  first  stage  of  labour  in  which  he  had  an 
opportunity  of  handling  the  uterus  before  it  was  cut  into  he  had 
noted  a  marked  difference  in  the  thickness  of  the  uterine  wall  in 
its  upper  and  lower  parts,  a  difference  only  to  be  explained  by 
the  fact  that  retraction  had  commenced.  On  these  grounds, 
physiological  and  anatomical,  he  believed  retraction  to  be 
essential  for  the  dilatation  of  the  cervix.  If  this  view  were 
correct  Dr.  Herman  was  not  justified  in  describing  this  as  a  case 


PEOLONGED    HIGH    TEMPERATUEE    OF   NERVOUS    OEIGIN.       221 

in  which  retraction  was  absent ;  the  mere  fact  that  the  cervix 
was  fully  dilated  was  proof  that  retraction  had  occurred.  What 
the  cause  of  the  delay  was  he  could  not  say,  but  he  believed  it 
must  be  sought  in  some  other  direction. 

Dr.  Lewers  said  that  he  did  not  think  that  the  author  had 
made  out  his  contention  that  the  temperature  in  the  case  was  of 
nervous  origin.  Here  was  a  puerperal  case  in  which  there  were 
repeated  rigors  and  high  temperature  for  a  considerable  period. 
The  labour  had  not  been  uncomplicated,  as  the  placenta  had  had 
to  be  removed  by  the  hand.  It  had  to  be  remembered  that  it 
was  not  always  possible  to  make  the  hands  absolutely  sterile. 
In  his  opinion,  a  case  presenting  the  features  described  was  one 
of  uterine  phlebitis.  He  had  been  taught  many  years  ago  to 
recognise  such  cases  by  his  old  teacher,  Sir  John  Williams,  and 
had  seen  several  such  cases  in  consultation  subsequently.  The 
characteristic  points  were  absence  of  physical  signs,  continued 
high  temperature,  and  rigors.  In  some  of  these  cases  the 
diagnosis  was  subsequently  confirmed  by  the  phlebitis  spreading 
to  the  main  vein  and  causing  swelling  of  the  corresponding  leg. 
Many  of  the  patients  were  in  very  good  condition  between  the 
rigors — not  feeling  very  ill  and  with  a  fairly  good  appetite.  A 
fair  proportion  of  these  cases  recovered  completely. 

Dr.  G-EiFFiTH  agreed  with  Dr.  Williamson  in  his  remarks 
in  regard  to  Dr.  Herman's  paper,  and  would  like  to  ask  those 
who  were  present  and  accustomed  to  teach  students  what  they 
taught  with  regard  to  the  subject  of  uterine  retraction.  It  is 
clearly  very  difficult  to  define  what  one  does  not  fully  understand, 
and  he  had  again  recently  endeavoured  to  obtain  the  assistance 
of  physiologists  without  very  much  success.  Dr.  Griffith  had 
taught  for  some  years  that  retraction  is  a  function  of  all  living 
muscle,  whereby  a  long  muscle  is  enabled  to  adapt  itself  to  its 
required  length  after  contraction  or  elongation,  and  a  hollow 
muscle  to  its  contents,  by  a  state  of  gentle  contraction  with  a 
minimum  of  muscle  fatigue  ready  for  further  contraction  or  ex- 
pansion. This  function  appears  to  correspond  with  the  "  tonus  " 
of  physiologists,  and  must  be  distinguished  from  the  pathological 
forms  or  degrees  of  retraction,  such  as  absence  or  insufficiency,  as 
exemplified  by  the  flaccid  condition  of  inertia,  or  in  the  converse 
condition  of  excess,  such  as  is  associated  with  the  production  of 
rupture  of  the  uterus.  He  was  of  opinion  that  the  delay  in  the 
birth  of  the  child  reported  by  Dr.  Herman  was  rather  due  to 
the  absence  of  efficient  contraction  rather  than  to  the  absence  of 
retraction  as  suggested  by  him. 

Dr.  Peter  Hoerocks  pointed  out  that  in  the  definition  of 
retraction  given  in  Dr.  Galabin's  text-book  and  quoted  and  con- 
demned by  Dr.  Williamson  the  word  "  relaxation  "  was  used  to 
mean  extension  of  the  muscle  to  its  former  lengthened  state 
before  the  contraction  commenced.      It  was  unfortunate  that 
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physiologists  had  adopted  such  an  ambiguous  word.  In  all 
text-books  of  physiology  the  chief  phenomena  of  a  muscular 
contraction  were  given  as  a  contraction  followed  by  a  relaxation 
or  return  to  its  original  state.  Accepting  such  a  meaning  to  the 
word,  Dr.  Galabin's  definition  was  intelligible  and  correct.  There 
was,  however,  another  meaning  given  to  the  word  "  relaxation," 
namely  the  passing  off  of  the  active  contraction  without  exten- 
sion. Obviously  if  that  were  the  meaning  in  Dr.  Gralabin's  book 
the  condition  would  be  one  of  tetanus.  When  the  late  Dr. 
Matthews  Duncan  read  his  valuable  paper  on  elasticity,  retrac- 
tion, and  polarity  of  the  uterus  in  1886  he  was  clearly  of  opinion 
that  retraction  was  different  from  and  not  dependent  upon 
preceding  contraction.  Dr.  Herman  seemed  to  hold  the  same 
view.  At  that  meeting,  however,  most  of  the  speakers,  including 
Drs.  Galabin,  Champneys,  Roper,  and  himself,  considered  that 
retraction  was  dependent  upon  contraction  and  could  not  take 
place  without  it,  and  Dr.  Matthews  Duncan  in  his  reply  expressed 
himself  as  being  greatly  impressed  by  the  arguments  used. 
Obviously  if  the  uterus  can  shorten  and  become  thicker,  exert- 
ing expulsive  force  as  it  does  so,  and  this  is  to  be  called  retrac- 
tion and  not  contraction,  then  we  have  a  new  property  of  muscle, 
limited  to  the  uterine  wall,  and  unknown  to  physiologists.  He 
was  unable  to  see  any  necessity  for  such  a  view,  nor  did 
he  know  any  facts  which  bore  it  out.  On  the  other  hand, 
looking  upon  retraction  as  dependent  upon  contraction,  it  was 
easy  to  understand  all  the  phenomena  connected  with  the 
behaviour  of  the  uterus  during  pregnancy,  labour,  and  involution. 
He  could  not  understand  why  Dr.  Herman  had  quoted  only  part  of 
Pajot's  definition.  Pa  jot  did  not  limit  himself  to  a  imrtial 
emptying  of  the  uterus,  but  referred  to  a  complete  emptying  as 
well.  In  the  first  number  of  the  'Journal  of  Obstetrics  and 
G-ynsecology  of  the  British  Empire'  (January,  1902)  he  had 
gone  fully  into  the  question  of  retraction  of  the  uterus,  and  had 
there  defined  it  as  "contraction  followed  by  relaxation  (that  is, 
the  passing  off  of  the  active  contraction),  but  not  by  extension." 
In  that  paper  and  elsewhere  he  had  shown  that  all  muscles  in 
the  body  had  opponents  which  were  themselves  mostly,  though 
not  always,  also  muscles.  For  example,  the  biceps  had  as  its 
opponent  the  triceps.  Moreover,  so  far  as  he  knew,  no  muscular 
fibre  in  the  body,  whether  voluntary  or  involuntary,  striped  or 
unstriped,  was  capable  after  shortening  by  contraction  of 
lengthening  itself  again  to  its  former  state.  This  had  to  be 
done  by  an  opponent.  Now,  during  pregnancy  the  uterus 
occasionally  contracts  without  the  woman  being  aware  of  it,  as 
these  contractions  are  painless.  They  were  first  described  by 
the  late  Braxton  Hicks.  During  such  a  painless  contraction  the 
pressure  within  the  amnion  was  increased,  and  when  the  active 
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contraction  passed  off  this  increased  pressure  was  brought  into 
play  to  extend  the  uterine  wall  to  its  former  state.  It  played 
the  role  of  an  opponent,  and  there  was  no  retraction.  In  labour, 
however,  the  membranes  begin  to  open  up  the  cervical  canal 
and  each  uterine  contraction  was  followed  by  imperfect  extension, 
and  so  by  slight  thickening  (retraction),  and  when  the  os  uteri 
was  fully  dilated  the  contraction  which  completed  the  first  stage 
of  labour  by  rupturing  the  membranes  was  followed  by  a  con- 
siderable increase  in  retraction,  inasmuch  as  there  was  now 
absolutely  no  pressure  exerted  by  the  liquor  amnii.  In 
Dr.  Herman's  case  he  said  that  for  a  whole  day  there  were 
uterine  contractions  not  followed  by  retraction,  although  the 
child  was  small,  the  pelvis  normal  in  size,  and  the  membranes 
ruptured.  Did  he  mean  that  after  each  contraction  the  uterus 
went  back  to  its  former  state  ?  If  so,  what  extended  it  ?  He 
did  not  think  Dr.  Herman's  statement  correct,  because  no 
muscle  in  the  body  could  extend  itself  after  contracting,  and 
under  the  conditions  he  mentioned  there  was  nothing  to  extend 
the  fibres.  He  believed  that  each  of  those  contractions  was 
followed  by  a  slight  increase  in  the  thickness  of  the  wall,  due  to 
retraction.  In  the  case  of  the  bladder  the  detrusor  fibres 
expelled  the  urine,  and  the  bladder-wall  became  distended  by 
urine,  and  so  the  fibres  were  once  more  extended.  Similarly  in 
the  bowel  the  fibres  contracted,  and  as  they  did  so  in  a  peri- 
staltic manner  the  contents  were  forced  onwards  ;  but  the  fibres 
had  to  be  extended  by  the  bowel  contents  before  they  were  in  a 
position  to  do  useful  work  again  by  contraction.  It  was  the 
same  with  the  heart  and  other  hollow  \dscera.  At  the  end 
of  the  third  stage  of  labour  the  uterus  was  sometimes  in 
active  contraction,  when  it  felt  hard,  and  was  more  or  less 
spherical,  with  a  well-defined  contour,  and  sometimes  in  passive 
relaxation,  when  it  was  flatter,  less  spherical,  and  with  a  contour 
not  easily  felt ;  this  latter  condition  was  complete  retraction. 

Dr.  Amand  Routh  considered  Pajot's  definition  of  retraction 
the  best.  It  was  difficult  to  decide  upon  the  question  of  how  far 
contraction  had  been  present  and  retraction  absent  in  Dr. 
Herman's  case.  He  asked  whether  a  caput  succedaneum  had 
been  present  and  whether  a  retraction  (Bandl's)  ring  had  been 
observed  during  version.  He  gave  instances  of  cases  where 
rigor  and  hyperpyrexia  had  occurred  without  obvious  cause, 
some,  no  doubt,  of  nervous  origin,  but  others  due  to  thrombosis 
of  the  ovarian  and  other  veins  secondary  to  uterine  phlebitis. 

Dr.  BoxALL  said  that  he  considered  retraction  was  at  least 
nearly  related  to  tone.  He  could  quite  believe  it  possible  that 
in  some  circumstances  retraction  might  be  absent  when  contrac- 
tions were  taking  place.  He  had  observed  that  in  cases  where 
the  uterus  is  firmly  retracted  immediately  after  the  completion 
of  labour,  twelve  or  twenty-four  hours  later  the  uterus  is  less 
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fimi  and  more  bulky,  showing  that  retraction  was  not  persistent. 
In  confirmation  of  what  had  been  said  by  Dr.  Lewers,  he  had 
seen  several  cases  of  acnte  septic  infection  in  which  the  stress  of 
the  poison  fell  mainly  on  the  blood-vascular  system  without 
local  manifestations  in  which  the  patient  complained  of  little  or 
nothing.  In  one  such  case  of  persistent  high  temperature  the 
patient  up  to  the  day  before  death  expressed  herself  as  able  to  eat 
a  mutton-chop  and"^  wished  to  get  up.  The  subsequent  post 
mortem  showed  ulcerative  endocarditis,  with  infarcts  in  several 
organs,  and  sero- sanguineous  effusions.  But  in  all  such  cases, 
in  addition  to  the  persistent  high  temperature,  the  frequency  of 
the  pulse  was  invariably  raised  considerably  and  served  to 
distinguish  from  high  temperature  of  pui'ely  nervous  origin. 

Dr.  Herman  said  he  thought  he  had  unintentionally  put  Dr. 
Herbert  Williamson  under  a  misconception  by  not  stating  in  the 
abstract  of  his  paper  that  the  first  stage  of  labour  was  com- 
pleted artificially  by  a  dilating  bag.  He  agreed  with  Dr. 
Williamson  that  during  the  first  stage  of  noinnal  labour  retraction 
was  present.  He  had  quoted  Pajot's  definition  of  retraction 
because  he  thought  it  the  best ;  and  with  much  deference  he 
thought  it  much  better  than  the  one  given  by  Dr.  Horrochs. 
He  did  not  agree  with  Dr.  Griffith  that  retraction  was  the  same 
thing  as  muscular  tonus.  He  saw  no  resemblance  between  the 
retraction  of  the  uterus  and  the  action  of  the  heart — after  its 
systole  the  heart  went  back  into  diastole,  exactly  the  same  condi- 
tion as  before  the  systole — nor  between  the  uterus  and  the  bladder, 
for  the  contents  of  the  bladder  were  expelled  by  the  pressure  of  the 
abdominal  muscles.  If  Dr.  Griffith  had  had  his  hands  on  the 
patient's  utei-us  he  would  not  have  suggested  that  uterine  con- 
traction was  absent.  Dr.  Horrocks  asked  whether  he  meant 
that  during  the  twenty -four  hours  in  which  he  said  retraction 
was  absent  the  uterus,  after  contracting,  relapsed  and  went  back 
to  the  same  condition  before  the  contraction  began.  That  was 
exactly  what  he  did  mean.  There  was  no  caput  succedaneum  and 
he  had  not  felt  any  retraction  ring.  He  differed  entirely  from  Dr. 
Boxall,  who  said  that  retraction  ceased  after  delivery.  The 
persistence  of  retraction  was  the  patient's  safeguard  against  jjos^- 
partum  haemorrhage.  If  the  uterus  relaxed  after  delivery  haemor- 
rhage was  the  consequence.  With  regard  to  the  temperature  the 
possibility  of  uterine  phlebitis  was,  of  course,  present  to  the 
minds  of  all  who  were  in  attendance  on  the  patient.  But  never 
could  the  slightest  sign  of  its  existence  be  found  and  the  course 
and  issue  of  the  case  negatived  the  idea  of  septic  infection. 
Instead  of  the  high  temperature  being  accompanied  with  pro- 
gressive weakness  and  emaciation,  as  was  the  case  in  fever  of 
septic  origin,  this  patient's  condition  improved  from  day  to  day 
in  spite  of  what  appeared  to  be  fever ;  and  it  was  this  which 
was  distinctive  of  high  temperatures  of  nervous  origin. 
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JULY  4th,  1906. 

W.  R.  Dakin,  M.D.,  President,  in  the  Chair. 

Present — 37  Fellows  and  6  visitors. 

Books  were  presented  by  Dr.  E.  M.  Brockbank, 
Mr.  Alban  Doran,  Dr.  Blacker,  and  Dr.  Inglis  Parsons. 

Harold  Clifford, M.B.Lond.,  F.R.C.S.Edin.  (Manchester) ; 
Ernest  Eric  Young,  M.B.,  B.S.Lond.  (Stoke-on-Trent)  ; 
and  William  G-avin  Hamilton,  Capt.  I.M.S.,  M.R.C.S., 
L.R/.C.P.Lond.  were  proposed  for  election. 

William  Blair  Bell,  M.D.,  B.S.Lond.,  was  elected  a 
Fellow  of  the  Society. 


Report  of  the  Pathology  Committee  on  Dr.  W.  H.  H. 
Tate's  Specimen  of  Degenerating  Flhro-myoma  and 
Sarcoma  of  Uterus ,  icith  secondary  growths  in  peri- 
toneum, liver,  lungs,  and  retro-peritoneal  glands. 
{Exhibited  hy  Dr.  Hamilton  Bell.  Vide  '  Obstet. 
Soc.  Trans.,'  vol.  xlvii,  1905,  pp.  358,  407). 

We  have  re-examined  the  microscopic  section  of  the 
encapsuled  friable  portion  of  the  original  tumour,  and 
examined  sections  of  new  growths  from  the  liver  and 
lung,  and  agree  that  the  latter  are  sarcoma,  mainly  of  the 
hpindle-celled  type.      Li  view  of  the  additional  evidence 
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now  available,  we  are  of  opinion  that  the  friable  portion 
of  the  uterine  tumour  above  referred  to  is  sarcoma. 
{Signed)      R.  Hamilton  Bell. 

Gr.  F.  Blacker. 

T.  W.  Eden. 

Herbert  R.  Spencer. 

CoRRiE  Keep. 

Walter  S.  A.  Griffith,  Chairman. 


SIXTY-FOUR    CASES    OF    CONTRACTED    PELVIS. 

By  C.  Nepean  Longridge. 

The  system  of  admission  of  patients  to  Queen  Charlotte's 
Hospital  is  so  arranged  that  every  patient,  with  the  excep- 
tion of  emergency  cases,  is  seen  about  eight  weeks  before 
term.  The  primigravid^  are  all  examined  and  their  pelves 
carefully  measured.  The  cases  in  which  contraction  is  found 
are  appropriately  dealt  with.  A  considerable  number  of 
breech  cases  are  treated  by  external  version  at  this  period. 
The  multigravid^  are  questioned  as  to  their  previous 
obstetric  history,  and  all  cases  in  which  there  has  been 
trouble  are  examined.  In  this  way  adequate  treatment 
can  be  applied  at  a  sufficiently  early  date.  The  flattened 
and  the  generally  contracted  flat  pelves  were  the  types 
most  commonly  met  with,  the  funnel-shaped,  small  round 
pelvis  being  uncommon. 

The  group  of  cases  in  which  labour  was  spontaneous 
and  unaided  is  specially  noticeable.  It  is  probable  that  a 
considerable  number  of  cases  with  a  minor  degree  of  con- 
traction were  delivered,  the  abnormality  being  so  slight  as 
not  to  call  for  special  attention.  Fourteen  cases,  how- 
ever, of  well-marked  contraction  were  recorded  in  which 
spontaneous  delivery  took  place.  One  of  these  was  a 
breech  case  with  hydrocephalus,  in  which  assistance  was 
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given  with  the  head.    Three  of  the  cases  are  so  remarkable 
that  a  short  account  of  them  may  be  given. 

Case  1. — A  primipara,  aged  24^  diagonal  conjugate 
3-J-  inches,  had  signs  of  old  rickets  and  numerous 
exostoses  on  the  legs  and  pelvis.  CaBsarean  section  was 
arranged.  The  woman  went  to  term  and  arrived  at  the 
hospital  in  the  second  stage,  and  gave  birth  to  a  child, 
w^eighing  5  lb.  12|-  oz.,  without  any  assistance.  Labour  was 
completed  in  ten  hours,  and  the  child  did  perfectly  well. 
The  true  conjugate  was  measured  immediately  after 
delivery  and   was  found  to  be    2|-  inches. 

Case  2. — A  primipara,  aged  32,  who,  in  a  labour  lasting 
nine  and  a  half  hours,  gave  birth  to  a  child  weighing 
5  lb.  llf  oz.  through  a  pelvis  with  a  true  conjugate  of 
2^  inches.      The  infant  was  macerated. 

Case  3. — Seven-para,  aged  35,  with  a  diagonal  conjugate 
of  4  inches.      Her  obstetric  history  was  as  follows  : 

Pregnancy  1,  labour  induced  seven  months,  infant  lived 
two  and  a  half  hours. 

Pregnancy  2,  labour  induced  thirty-two  weeks,  infant 
lived  four  hours. 

Pregnancy  3,  labour  induced  thirty-six  weeks,  infant 
lived  thirteen  hours. 

Pregnancy  4,  labour  induced  thirty-seven  weeks,  infant 
lived  fourteen  hours. 

Pregnancy  5,  full  time,  labour  spontaneous,  infant 
alive. 

Pregnancy  6,  full  time,  instrumental,  infant  alive. 

Pregnancy  7,  full  time,  unassisted,  infant  alive,  8  lb.  6  oz,, 
labour  completed  in  eight  hours. 

The  duration  of  labour  in  these  cases  of  spontaneous 
delivery  was  remarkably  short,  averaging  nine  hours  in 
nine  primiparse   and  eleven  hours  in  five  multiparas. 

Induction  of  labour. — Twenty-three  cases  in  all  were 
induced  by  bougies  for  contracted  pelvis ;    five  of  these 
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were  delivered  by  forceps,  and  one,  a  shoulder  presentation, 
by  version,  leaving  17  cases  in  which  natural  delivery 
took  place.  These  cases  are  given  in  Table  II.  The 
time  chosen  for  induction  was  settled  by  estimating  the 
relative  size  of  the  head  and  the  pelvis.  Several  cases 
were  allowed  to  go  to  term,  and  spontaneous  labour  took 
place,  as  sufficient  room  was  found  in  the  contracted  pelvis 
for  the  head  to  pass.  The  method  of  induction  employed 
is  as  follows  :  the  external  genitals  are  thoroughly  washed 
and  the  patient  is  then  given  a  copious  lysol  douche  while 
lying  on  the  left  side.  A  solid  bougie,  without  a  stilette, 
sterilised  by  immersion  for  two  hours  in  1  in  500  perchloride 
of  mercury,  is  introduced  along  the  fingers  of  the  left 
hand  into  the  uterus  and  pushed  well  within  the  cervix,  so 
that  no  part  of  the  bougie  is  left  within  the  vagina.  A 
second  bougie  is  usually  put  in  in  the  same  w~ay.  In  some 
cases  an  endeavour  was  successfully  made  to  rupture  the 
membrane  high  up,  as  when  this  is  done  labour  seems  to 
come  on  quicker,  and  rupture  of  the  membrane  high  up 
does  not  seem  to  interfere  with  the  dilating  action  of  the 
bag  of  membranes.  The  patients  are  then  left  for  forty- 
eight  hours;  if  by  that  time  no  pains  have  started,  hot 
vaginal  douches  are  given  tv/ice  a  day  until  labour  begins. 
The  patients  are  not  kept  in  bed  and  the  bougies  are  not 
removed.  Unless  there  is  some  special  indication  for 
hastening  delivery,  any  further  interference  in  the  way  of 
putting  in  bags  is  avoided.  In  Case  9  of  Table  II  a  bag 
was  inserted,  and  this  was  the  only  case  in  which  the  baby 
was  born  dead.  In  a  few  of  the  primiparaB  it  was  found 
necessary  to  give  an  anaBsthetic  and  hold  the  cervix  with 
a  volsellum.  In  two  instances  the  bougies  had  passed 
beneath  the  placenta,  leaving  well-defined  tracks  which 
could  be  seen  on  its  maternal  surface  when  the  placenta 
was  born  ;  in  both  of  these  cases  the  bougies  passed  with- 
out the  slightest  difficulty,  and  no  trace  of  bleeding  occurred 
after  they  had  been  put  in. 

The  time  which  elapsed  between   the  passage   of  the 
bougies  and  the  birth  of  the  child  varied  considerably,  the 
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shortest  time  being  22  hours  and  the  longest  183^  hours, 
the  average  being  92*6  hours.  There  seems  to  be  no 
danger  in  leaving  the  bougies  in  the  uterus  for  so  many 
hours  provided  that  they  are  sterile  to  commence  with, 
they  are  put  in  with  aseptic  precautions,  and  the  vagina 
is  healthy. 

Csesarean  section. — This  operation  was  performed  in  nine 
instances  for  contraction  of  the  pelvis  (Table  III) .  All  the 
mothers  made  a  good  recovery,"^  and  all  the  infants,  with 
one  exception,  left  the  hospital  considerably  heavier  than 
at  birth.  As  a  rule  the  time  chosen  for  the  operation 
was  before  the  onset  of  labour.  Silkworm  gut  was  used 
to  suture  the  uterus.  One  case  had  undergone  the  same 
operation  in  the  hospital  eighteen  months  before  and 
another  has  since  been  operated  on  a  second  time. 

The  cases  treated  by  forceps  and  version  call  for  no 
special  remark. 

Results. — No  maternal  death  occurred."^  All  the  mothers 
left  the  hospital  in  good  condition,  with  the  exception  of 
one  phthisical  case  who  was  transferred  to  another  hospital. 

Eight  infants  were  lost.  Of  these  three  were  suffering 
from  some  abnormality  incompatible  with  life. 

In  the  14  cases  in  which  labour  was  spontaneous  and 
unaided,  two  infants  were  lost,  one  being  macerated  and 
the  other  hydrocephalic. 

In  the  17  cases  induced  by  bougies  one  infant  was  born 
dead,  possibly  on  account  of  the  cord  being  compressed 
between  the  bag  which  was  put  in  and  the  uterine  wall, 
and  one  died  three  days  after  with  an  imperforate  anus. 

In  the  9  cases  of  Ca3sarean  section  one  infant  was  lost. 
This  case  was  sent  in  as  an  emergency  case  with  the  cord 
prolapsed. 

In  the  18  cases  delivered  by  forceps  one  infant  was  lost, 
the  cord  in  this  case  being  prolapsed  and  taking  a  com- 
plicated twist  round  the  neck  and  arm. 

In  the  6    cases    in  which  version  was  performed  two 

*  The  fatal  case  of  Caesarean  section  (see  Table  III)  was  operated  on 
for  dermoid  cyst. 
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Table  I. — Cases  of  Contracted 


No. 

Age. 

Para. 

Intersp. 

Intercr. 

Ext.  c. 

Diag.  c. 

C.  ver. 

Curat,  in  hrs. 

1 

21 

8 

8^ 

6.^ 

4 

3i 

20 

2 

20 

9i 

lOi 

6i 

4 

9 

3 

21 

9k 

10^ 

6^ 

4 

— 

3 

4 

32 

9i 

9^ 

5f 

3 

2^ 

9.30 

5 

22 

9 

9f 

7i 

H 

9.30 

6 

20 

9f 

lOi 

n 

H 

— 

8.30 

7 

24 

Hi 

101 

7i 

3i 

2| 

10 

8 

38 

lOi 

lOi 

7i 

4i 

13.30 

9 

28 

lOi 

11 

7 

31 

— 

8.30 

10 

35 

8 

lOi 

lOf 

7 

4 



7.45 

11 

27 

3 

9i 

10 

7 

4 



20.30 

12 

27 

2 

9 

9f 

7i 

4 



4 

13 

25 

4 

9i 

lOi 

6i 

4 

— 

19.35 

14 

30 

3 

8^ 

9i 

6i 

4 

— 

3.30 

Table  II. — Cases  of  Contracted  Pelvis. 


No. 

Age. 

Para. 

Intersp. 

Intercr. 

Ext.  c. 

Diag.  c. 

C.  ver. 

Durat.  in  hrs. 

1 

24 

9i 

91 

7i 

4i 

137.30 

2 

23 

10 

lOi 

7 

31 

— 

116.50 

3 

27 

8 

9 

6^ 

4 

— 

52.30 

4 

28 

9f 

lOi 

7 

4 

— 

180.30 

5 

23 

9i 

10 

71 

4i 

— 

183.30 

6 

37 

5 

101 

11 

61 

3f 

— 

148.5 

7 

36 

3 

lOi 

11 

71 

4i 

— 

22 

8 

39 

5 

11 

lU 

61 

— 

3i 

50 

9 

32 

3 

91 

10 

7 

4 

57.10 

10 

34 

8 

10 

lOi 

71 

4 



80 

11 

28 

6 

9i 

lOi 

U 

31 

3i 

50 

12 

43 

5 

9f 

lOf 

7 

4i 

143 

13 

31 

5 

10^ 

11 

61 

31 

3i 

28 

14 

31 

6 

9 

lOi 

u 

4i 

54 

15 

38 

3 

91 

iH 

n 

4 

31 

78 

16 

31 

2 

9i 

lOi 

71 

4 

139.30 

17 

32 

7 

lOi 

101 

7i 

4 

31 

81 
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Pelvis.      Labour  Unaided. 


Weight. 

Length. 

Cir.  of  hd. 

Bom  alive. 

Position. 

Mother. 

Child. 

Term. 

5.8i 

20 

13 

Yes 

LOA 

a. 

G. 

Full. 

5.14 

20 

13 

^j 

EOA 

o. 

G. 

6.(H 

21 

13i 

„ 

EOA 

G. 

G. 

5.11 

20 

? 

Dead  t 

LOA 

G. 

D. 

8.12 

20 

13f 

Yes 

ROP-A 

G. 

G. 

6.3 

20 

13 

}} 

LOA 

G. 

G. 

5.41 

19i 

12f 

)) 

LOP-A 

G. 

G. 

7.0i 

20 

13i 

)) 

LOP-A 

G. 

G. 

4.131 

18 

13 

LOP-A 

G. 

G. 

36/52 

8.6 

22 

14i 

,^ 

EOP-A 

G. 

G. 

FuU. 

6.7 

20 

]4 

^^ 

LOP-A 

G. 

G. 

65 

21 

15 

*      

LSA 

G. 

D. 

36/52 

8.10 

2U 

14i 

Yes 

ROP-A 

G. 

G. 

Full. 

6.01 

19i 

13 

1} 

LOA 

G. 

G. 

39/52 

*  Hydrocephalus. 
Labour  Induced  by  Bougies. 


t  Macerated. 


Weight. 

Length. 

Cir.  of  hd. 

Born  alive. 

Position. 

Mother. 

Child. 

Term. 

7.8i 

23 

14i 

Yes 

LOA 

G. 

G. 

Full. 

4.14 

19i 

13^ 

}f 

LOA 

G. 

G. 

38/52 

5.1U 

20 

13i 

ROA 

G. 

G. 

37/52 

5.8i 

19i 

13 

LOA 

G. 

G. 

38/52 

5.14 

21 

13i 

}} 

ROP-A 

G. 

G. 

Full. 

5.131 

19^ 

13 

LOA 

G. 

G. 

37/52 

7.4i 

20 

14 

}} 

LOA 

G. 

G. 

Full. 

6.3J 

19 

12i 

LSA 

G. 

G. 

„ 

5.15 

20 

13^ 

Dead 

ROA 

G. 

D. 

38/52 

4.7 

17 

Hi 

Yes 

LSA 

G. 

G. 

33/52 

6.1U 

21 

14 

LOA 

G. 

Died* 

Full. 

6.8^ 

21 

13 

ROP-A 

G. 

G. 

36/52 

5.10 

19 

13 

„ 

ROP-A 

G. 

G. 

37/52 

5.6 

19i 

13^ 

„ 

ROA 

G. 

G. 

38/52 

6.41 

20 

13^ 

„ 

ROP-A 

G. 

G. 

36/52 

6.0 

18i 

13 

}} 

ROP-A 

G. 

G. 

35/52 

4.13^ 

181 

11 

>y 

ROA 

G. 

G. 

36/52 

*  Imperforate  anus. 
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Table  III.- 


No. 

Age. 

!   Para. 

Intersp. 

Intercr. 

Ext.  c. 

Diag.  c. 

C.  ver. 

Weight. 

Length. 

1 

26 

!      1 

_ 

_ 

_ 

3 

e.ioi 

20 

2 

23 

j      1 

— 

— 

— 

3^ 

— 

7.6 

21 

3 

33 

1      1 

lU 

llf 

7i 

3i 

— 

7.2i 

21 

4 

19 

1 

lOi 

lOi 

7 

3f 

— 

7.14 

21 

5 

25 

1       5 

9^^ 

91 

6^ 

3^ 

— 

5.5 

19i 

6 

24 

4 

9i 

9i 

6 

3^ 

— 

7.9f 

22 

7 

36 

4 

10^ 

lOf 

6f 

Si 

— 

6.3i 

— 

8 

36 

4 

10^ 

10.^ 

Qh 

3f 

3* 

6.11i 

2H 

9 

35 

1       7 

10 

10.4 

3f 

7.9^ 

20 

10 

33 

2 

Dermoid  cyst 

— 

6.15 

— 

Table  IY. — Gases  of  Con- 


\ 
No. 

Age. 

Para. 

Intersp. 

1 

22 

1 

9^ 

2 

46 

9 

lOi 

3 

28 

2 

Hi 

4 

31 

5 

9 

5 

33 

3 

9^ 

6 

14 

1 

9i 

7 

27 

1 

9i 

8 

24 

1 

10 

9 

20 

1 

8 

10 

22 

1 

9* 

11 

29 

1 

10 

12 

23 

1 

10 

13 

32 

3 

9i 

14 

24 

2 

8i 

15 

41 

4 

lOi 

16 

36 

10 

10 

17 

18 

1 

9^ 

18 

22 

1 

9i 

Intercr.!  Ext.  c.  I  Diag.  c.  C.  ver. 


lOf 
lOi 

lu 

9f 
lOi 

9f 
10^ 
lOi 

9 
lOi 
101 
101 
10^ 

9 
IOt} 
lOi 
lOi 
10^ 


7 

n 
n 

7 

7i 

6f 

7i 

7i 

7 

7i 

7i 

7i 

7 

7 

7i 

7i 
7i 


4 
4i 
4i 
3J 


3^ 
3i 

4i 

4| 

4i 

4 

4 

4 
4 
3| 


3f 
31 
3i 
3i 
3i 
3^ 
3i 


I     3^ 


Weight. 

Length. 

Cir.  of  hd. 

Term. 

8.8f 

23 

15 

Full 

6.12 

20i 

13i 

37/52 

8.8 

22 

15i 

FuU 

4.15 

18 

12i 

37/52 

7.9^ 

21 

14i 

Full 

7.7 

22 

14 

6.12i 

21 

14 

3> 

5.15 

20 

13 

J 

6.8i 

20 

14 

> 

7.31 

21 

14 

) 

8.14 

2U 

14i 

J 

7.11 

22 

13^ 

7.m 

22 

14i 

, 

8.6f 

23^ 

15 

} 

7.14^ 

20 

14f 

} 

9.11 

23 

15 

) 

5.6i 

20 

12^ 

, 

7.13i 

22 

14^ 

J 

Table  V. — Gases  of  Gontracted  Pelvis, 


No. 

Age. 

Para. 

Intersp. 

Intercr. 

Ext.  c. 

Diag.  c. 

C.  ver. 

Weight. 

Length. 

Cir.  of  hd. 

1 

39 

5 

11 

Hi 

6^ 

3i 

6.3i 

19 

12i 

2 

27 

2 

10 

11 

7f 

4 

8.15i 

24 

13 

3 

23 

6 

10 

lOi 

61 

4 



7.U 

21 

14 

4 

28 

1 

9^ 

lOi 

6,^ 

4 

— 

7.12 

23 

14i 

5 

34 

7 

9 

10 

'^T 



31 

7.6 

21 

14 

6 

37 

8 

9 

lOi 

7 

3J 

7.0i 

21 

13i 
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Gsesarean  Sections. 


Time. 

B.  aUve. 

Mother. 

Child. 

Remarks. 

i 

Full 

Yes 

G. 

G. 

_ 

)) 

G. 

G. 

— 

>} 

][ 

G. 

D. 

Cord  prol'd,  inf.  died  3rd  day. 

ft 

G. 

G. 

— 

fj 

G. 

G. 

— 

G. 

G. 

— 

, 

G. 

G. 

— 

' 

t: 

G. 

G. 

Second  time. 

' 

Dead 

D. 

D. 

V. '  Clinical  Report  of  Queen  Charlotte's  Hospital 
for  1905/  Case  III,  p.  3. 

tr acted  Pelvis.      Forceps. 


B.  alive. 

Position. 

Mother. 

Child. 

Yes 

LOP-A 

G. 

G. 

tt 

LOP-A 

Fair 

G. 

tf 

LOA 

G. 

G. 

t 

ROP-A 

G. 

G. 

ti 

LOA 

G. 

G.     1 

y 

LOP-A 

G. 

G.     1 

t 

ROP-A 

G. 

G. 

ROP-A 

G. 

G. 

LOA 

G. 

G.    ! 

LOP-A 

G. 

G. 

, 

ROP-A 

G. 

G. 

„ 

LOP-A 

G. 

G. 

Dead 

ROP-A 

G. 

D. 

Yes 

LOP-A 

G. 

G. 

,, 

ROP-A 

G. 

G. 

,, 

LOA 

G. 

G. 

ti 

ROP-A 

G. 

G. 

" 

LOP-A 

G. 

G. 

Remarks. 


Ind.  by  bougie,  time  96.25. 

„  „  „      57.35. 

„      95.15. 

„      50.30. 

„      74.40. 


P.P.H. 

Phthisis. 

Delay  on  perin. 


Man.  dil.  of  os.  and  rot.  of  hd.     Axis  tract. 

»  jj  }i  }> 

Manual  rot.  of  hd.     Axis  traction. 
!  Easy  delivery,  pains  weak.     Low  forceps. 
Manual  rot.  of  hd.     Axis  traction. 
j»  })  j> 

„   dilation  of  os.       „ 
Prolapse  of  cord,  cord  round  neck  and  arm. 
Man.  dil.  of  os  and  rot  of  hd.     Axis  tract. 
Axis  traction,  high. 

P.P.H. 
Rotation  spontaneous. 
Prolapse  of  cord. 


in  which  Version  was  . 

Performed. 

Position. 

B.  aUve. 

Term. 

Mother. 

Child. 

Remarks. 

LSA 

Trans. 

LOA 

ROP 

RMP 

Trans. 

Yes 
» 

Dead 

Yes 

» 

Full 

G. 
G. 
G. 

G. 

G. 

.  G. 

Fair 

G. 

G. 

D. 
Died 

G. 

Ind.  by  bougies,  trans,  pres. 

Hydram.  trans,  pres. 

Pro.  of  cord,  hd.  above  brim. 

Forceps  failed. 

Brow,  infant  died  of  shock. 

Shoulder  case. 
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infants  were  lost.  Prolapse  of  the  cord  occurred  in  4 
cases,  in  two  of  which  the  infants  died.  Presentations 
other  than  vertex  occurred  in  six  cases,  one  brow,  two 
breech  cases,  and  three  shoulder  presentations  being  found. 
The  treatment  of  contracted  pelvis  appears  to  be 
narrowing  down  to  two  methods  of  election,  namely 
induction  and  C cesarean  section  ;  and  speaking  generally,  it 
seems  that  the  former  method  is  the  most  satisfactory  to 
employ  with  a  pelvis  on  the  large  side  of  3^  inches,  and 
the  latter  gives  good  results  when  the  conjugate  is  on  the 
small  side  of  3-|  inches. 

Dr.  EivBRS  Pollock  congratulated  Dr.  Longridge  on  his 
excellent  report  of  the  work  of  the  past  year  at  Queen  Charlotte's 
Hospital.  He  thought  that  Dr.  Longridge,  however,  had 
spoken  too  disparagingly  of  the  use  of  de  Ribes's  bag  as  a  means 
of  bringing  on  labour.  If  bougies  had  failed  for  three  or  four 
days  he  urged  the  introduction  of  de  Eibes's  bag,  which  could 
be  easily  inserted  when  the  uterus  would  only  admit  one  finger. 
Though  the  labour  might  not  actually  have  come  on  if  a  bougie 
had  been  in  the  os  uteri  for  three  days  the  os  was  sufiicieutly 
dilated  by  the  presence  of  the  bougie  to  enable  the  operator  to 
introduce  the  bag  with  ease.  So  soon  as  the  bag  had  been 
expelled  the  os  was  large  enough  for  delivery,  which  could 
easily  be  effected  by  bipolar  version  and  extraction  of  the  child 
even  in  the  event  of  pains.  For  whether  the  uterus  was  emptied 
by  Csesarean  section  before  pains  had  come  on  or  by  version 
and  immediate  delivery  it  always  retracted  and  contracted 
sufficiently  for  the  placenta  to  be  detached  and  safely  expelled 
and  haemorrhage  controlled. 

Mr.  Targett  congratulated  Dr.  Longridge  on  his  interesting 
and  valuable  clinical  report  of  the  work  done  at  Queen  Charlotte's 
Hospital  during  1905.  With  regard  to  the  use  of  Champetier 
de  Eibes's  bag,  he  had  found  it  a  valuable  means  of  inducing 
uterine  action  when  bougies  had  failed  to  excite  premature 
labour.  He  thought  that  it  was  best  to  introduce  the  bag  in 
the  Sims  position  and  to  place  it  between  the  membranes  and 
the  uterine  wall.  By  so  doing  compression  of  the  umbilical 
cord  was  prevented,  and  the  premature  child  did  not  suffer  from 
direct  uterine  pressure  as  after  the  escape  of  the  liquor  amnii. 
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A  NOTE  ON  ADENOMA  OF  THE  LABIUM. 

By  Herbert  Williamson,  M.A.,  M.B. 
(With  Plates  XYl,  XVII.) 

My  object  in  writing  tliis  note  is  to  draw  attention  to 
a  rare  form  of  tumour  of  tlie  labium  which  is  liable  to  be 
mistaken  clinically  for  squamous-celled  carcinoma. 

Three  years  ago  Dr.  Champneys  removed  from  the 
labium  of  a  lady  a  small  tumour  which  he  regarded  as  an 
epithelioma.  Microscopic  examination  showed  that  the 
growth  w^as  composed  of  glandular  tissue,  and  that  the 
ulceration  of  the  surface  was  of  a  simple,  not  of  a  malig- 
nant, type.  Dr.  F.  W.  Andrewes  pronounced  the  growth 
an  adenoma,  but  from  the  irregular  appearance  of  some 
of  the  epithelial  masses  I  felt  doubtful  of  the  diagnosis, 
and  thought  the  nodule  might  be  a  secondary  deposit  of 
a  glandular  cancer  primary  in  some  other  part  of  the  body. 
I  have  waited  three  years  before  reporting  this  case,  and 
as  the  lady  is  still  in  good  health  I  am  convinced  that 
Dr.  Andrewes  was  right  and  that  I  was  wrong. 

I  am  indebted  to  Dr.  Champneys  for  the  clinical  notes 
of  the  case  and  for  his  kindness  in  investigating  the  after- 
history. 

The  patient  was  an  unmarried  lady,  aged  62,  who  for 
two  and  a  half  years  had  suffered  from  a  slight  blood- 
stained vaginal  discharge,  and  on  one  occasion,  a  year 
before  consulting  Dr.  Champneys,  had  had  a  sudden 
haemorrhage,  the  quantity  of  blood  lost  being  sufficient  to 
soak  one  diaper. 

At  the  free  edge  of  the  right  labium  majus,  near  its 
anterior  extremity  and  at  some  distance  from  the  orifice  of 
the  right  vulvo- vaginal  duct,  was  a  small  growth  the  size 
of  a  split-pea.  The  growth  was  soft,  of  a  pink  colour, 
ulcerated  on  the  surface,  and  bled  very  readily  on  touch. 
No  enlargement  of  the  inguinal  gland  could  be  detected. 
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The  growth  was  removed  in  March,  1903,  and  at  the 
present  time  (June,  1906)  the  patient's  doctor  reports  that 
she  is  in  good  health  and  that  no  recurrence  has  taken  place. 

Microscopic  examination. — The  tumour  was  attached  to 
the  labium  by  a  broad  base  composed  of  delicate  connec- 
tive tissue  in  which  are  imbedded  groups  of  large,  thin- 
walled  vessels.  The  base  of  attachment  and  the  proximal 
part  of  the  tumour  are  covered  by  several  layers  of 
stratified  squamous  epithelium;  the  distal  portion  evi- 
dently possessed  originally  a  similar  epithelial  covering  : 
traces  of  it  still  remain,  but  for  the  most  part  it  has  been 
destroyed  by  a  process  of  ulceration.  The  glandular 
tissue  which  constitutes  the  greater  part  of  the  growth  is 
partially  subdivided  into  lobules  by  fibrous  septa,  and  is 
marked  off  from  the  subjacent  connective  tissue  by  an 
incomplete  capsule  of  concentrically-arranged  fibres. 

The  tumour  consists  of  irregular  glandular  formations 
imbedded  in  a  delicate,  loose-meshed,  connective-tissue 
stroma.  The  gland  acini  and  ducts  vary  in  size  and 
form  j  some  are  lined  by  a  single  layer  of  tall,  columnar 
cells  resting  upon  a  well-marked  basement  membrane,  and 
possessing  a  vesicular  nucleus  situate  near  the  base  of  the 
cell,  some  are  dilated  and  form  cystic  spaces. 

The  whole  growth,  however,  is  not  of  this  simple  type  ; 
many  of  the  lumina  are  lined  by  two  or  three  layers ;  the 
deeper  cells  rounded  the  more  superficial  columnar,  but 
the  basement  membrane  is  still  preserved  intact.  Some 
of  the  tubes  show  irregular  branchings  and  anastomoses 
between  the  branches  of  adjacent  acini ;  there  are  also 
present,  imbedded  in  the  stroma,  masses  and  solid  columns 
of  epithelial  cells ;  these  are  for  the  most  part  sharply  de- 
fined from  the  surrounding  connective  tissue,  and  possess 
characters  similar  to  those  of  the  cells  which  line  the 
lumina.  It  was  the  presence  of  these  irregular  columns 
and  masses  which  made  me  suspicious  that  the  tumour 
was  possibly  of  a  malignant  nature.  The  stroma  at  the 
more  superficial  part  of  the  tumour  is  infiltrated  with 
inflammatory  cells. 


DESCRIPTION    OF    PLATE    XVI, 

Illustrating  Mr.  Herbert  Williamson's  paper  on  Adenoma 
of  the  Labium. 

a,  Surface  covering  of  squamous  epithelium. 
h,  Incomplete  fibrous  capsule. 

c,  Adenomatous  growth. 

d.  Ulcerated  area  of  surface. 


«       -, — 


X 


DESCEIPTION    OF    PLATE    XVII, 

Illustrating  Mr.  Herbert  Williamson^s  paper  on  Adenoma 
of  the  Labium. 

a.  Glandular  structure. 

h.  Connective-tissue  stroma. 


Plate  XVII 


Obstet.  Soc.  Trans.,  Vol.  XLVIII. 


lliustratiiii;  Mu.  Hkrbf.kt  Williamson's  paper  on  Adenoma  of  the  Labiui 


A-lUtnl  £f  Son,  hnpt 
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I  have  succeeded  in  finding  records  of  three  similar 
growths ;  two  cases  are  reported  by  Pick  and  one  by 
Schickele.  As  far  as  I  am  aware  no  description  of  these 
tumours  is  to  be  found  in  English  literature. 

Case  1  (L.  Pick). — An  unmarried  woman^  aged  40, 
had  noticed  for  the  last  two  years  a  small  tumour  on  the 
posterior  part  of  the  left  labium  majus.  Shortly  before 
she  sought  advice  two  others  had  appeared,  one  on  the 
right  labium  and  the.  third  on  the  left  labium. 

On  examination  a  small,  red- coloured  tumour  the  size  of 
a  bean  was  seen  on  the  inner  aspect  of  the  right  labium 
majus,  near  its  free  border,  at  the  level  of  the  urethral 
orifice  ;  a  second,  somewhat  larger,  was  situated  on  the 
left  labium,  close  to  the  opening  of  Bartholin's  duct ;  and 
near  to  this  was  a  third,  smaller,  one.  All  the  tumours 
presented  similar  characters  :  they  were  hard,  the  surface 
was  smooth  and  covered  -with  hair,  they  could  be  separated 
from  the  skin  and  could  be  moved  easily  on  the  deeper 
structures. 

The  tumours  were  removed,  and  at  the  time  the  case 
was  reported  no  recurrence  had  taken  place. 

The  microscopical  appearances  were  almost  identical 
with  those  of  the  tumour  I  have  described. 

Case  2  (L.  Pick). — The  patient  was  a  woman,  aged  45, 
the  subject  of  arthritis  deformans,  affecting  both  hands  and 
feet,  and  also  of  prolapsus  uteri.  A  single  small  tumour 
was  situated  in  the  posterior  part  of  the  right  labium 
majus  and  possessed  characters  very  similar  to  those  of 
the  previous  case.  Its  surface  was  smooth,  the  growth 
could  be  separated  from  the  skin  and  was  freely  movable 
upon  the  deeper  tissues. 

The  microscopical  appearances  differed  from  those  in 
the  previous  case  only  in  certain  minor  points ;  the  gland- 
ducts  were  extremely  tortuous,  there  was  no  cystic  dilata- 
tion, there  was  no  definite  capsule,  and  the  growth  was  not 
lobulated. 
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Case  3  (Schickele). — Tlie  patient  was  35  years  of  age 
and  had  borne  three  children ;  like  the  patient  in  the  pre- 
vious case,  she  suffered  from  prolapsus  uteri.  In  the  upper 
part  of  the  right  labium  minus  was  a  nodule  the  size  of 
a  cherrystone.  It  was  soft,  movable  on  the  underlying 
structures,  but  attached  to  the  skin. 

The  microscopical  examination  showed  that  the  tumour, 
which  possessed  a  glandular  structure,  was  composed  of 
epithelial  ducts,  but  the  ducts  nowhere  reached  the  sur- 
face. Immediately  beneath  the  skin  were  small  masses  of 
round  cells. 

The  pathology  of  adenomatous  growths  of  the  vulva  is 
not  easy  to  understand  ;  two  theories  have  been  suggested, 
one  by  Schickele,  the  other  by  Pick.  Schickele  believes 
that  the  tumours  arise  in  connection  with  abnormal  rests 
of  the  Wolffian  duct ;  he  bases  his  view  upon  the  resem- 
blance which  the  growths  bear  to  the  kidney,  the  testicle, 
and  to  Wolffian  structures  in  general.  To  my  mind  there 
are  two  objections  to  this  theory.  First,  the  varying  situa- 
tions which  the  growths  occupy  ;  sometimes  they  are  found 
in  the  anterior,  sometimes  in  the  posterior,  part  of  the 
labium  majus,  and  sometimes  in  the  labium  minus ;  had 
they  developed  in  connection  with  an  embryonal  structure 
one  would  expect  them  to  occupy  a  more  constant  position. 
Secondly,  as  far  as  I  am  aware  no  one  has  ever  found 
Wolffian  remains  in  the  labium,  and  it  is  difficult  to  under- 
stand how  they  could  reach  that  situation,  for  in  animals 
which  possess  a  persistent  Wolffian  duct  this  structure 
terminates  in  the  vagina,  not  in  the  labium. 

Pick  regards  these  growths  as  adenomata  arising  in 
connection  with  sweat-glands  and  proposes  for  them  the 
name  "  hidradenomata.''  He  bases  his  opinion  upon  the 
resemblance  between  the  growths  and  the  normal  sweat- 
glands,  and  upon  the  fact  that  a  few  cases  of  adenomata 
described  in  connection  with  sweat-glands  in  other  parts 
of  the  body  possess  many  points  in  common  with  these 
tumours.  I  have  cut  sections  from  five  specimens  of  the 
labium  minus  taken  from  the  post-mortem  room  and  have 
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failed  to  find  sweat-glands  in  any  of  them;  they  are, 
however,  sometimes  to  be  found  in  this  situation,  and  have 
been  described  and  figured  by  Clarence  Webster  in  his 
study  of  the  nerve-endings  in  the  labia  minora. 

I  have  already  remarked  that  when  I  examined  the 
section  I  was  in  grave  doubt  as  to  whether  the  tumour 
was  a  secondary  nodule  of  glandular  cancer.  At  that 
time  Pick^s  paper  had  not  been  published,  but  on  reading 
it  later  I  was  interested  to  find  that  he  had  been  struck 
by  the  close  resemblance  of  these  growths  to  malignant 
adenomata.  "  Indeed,^^  he  writes,  "  at  first  I  took  them 
to  be  metastases  of  such  a  growth."  Schickele  still 
regards  them  as  probably  of  a  malignant  nature. 

The  case  I  have  recorded  has  been  under  observation 
longer  than  any  of  the  three  previously  published,  and 
therefore  after  waiting  three  years  I  offer  it  as  a  contri- 
bution to  the  natural  history  of  these  growths. 


Eeferences. 

1.  Pick. — Ueber  eine  besondere  Form  nodularer  Adenome 
der  Yulva.     Archiv  fiir  Gynakol.,  1904,  p.  347. 

2.  Schickele. — Weitere  Beitrage  zur  Lehre  der  meso- 
nephrischen  Tumoren.  Hegar's  Beitrage  zur  Greburts  u. 
Gynakol.,  Bd.  6,  H.  3,  1902. 

3.  Webster. — The  Nerve-Endings  in  the  Labia  Minora 
and  Clitoris.      Edin.  Med.  Journ.,  vol.  xxxvii,  p.  35. 

Dr.  Herbert  Spencer  did  not  think  that  these  growths  were 
so  rare  as  appeared  in  the  paper.  He  had  met  with  two  cases 
himself,  which  had  been  sent  to  him  by  Sir  John  Williams,  and 
thought  that  Dr.  Williamson  had  overlooked  some  cases  in  the 
literature.  His  o\vn  cases  closely  resembled  the  growths 
described  by  Pick  and  Dr.  Williamson  and  occurred  in  the  inner 
side  of  the  right  labium  majus.  He  knew  that  one  of  the  cases 
had  remained  free  from  recurrence  for  eight  years. 

The  origin  of  these  growths  was  by  no  means  certain.  Mr. 
Lawrence,  the  curator  of  the  museum  at  University  College, 
was  of  opinion  that  they  probably  arose  in  sebaceous  glands  on 
the  grounds  that  they  have  a  distinctly  lobulated  structure  and 

VOL.  XLVIII.  .  17 
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the  tubules  have  such  a  distinctly  racemose  arrangement  as  to 
leave  no  doubt  that  thev  did  not  arise  from  tubular  glands. 

Dr.  Williamson,  in  reply,  said  that  he  thought  the  tumours 
referred  to  by  Dr.  Spencer  were  sebaceous  adenomata  and 
belonged  to  a  class  different  from  those  now  under  discussion. 
He  had  read  three  or  four  reports  of  such  growths,  and  had  seen 
one  case,  but  he  could  not  admit  that  the  section  shown  to-night 
was  part  of  a  sebaceous  adenoma. 


CESAREAN  SECTION  AND  TOTAL  ABDOMINAL 
HYSTERECTOMY  FOR  FIBROIDS  COMPLICAT- 
INC  LABOUR  NEAR  TERM  IN  A  PATIENT 
WHO  HAD  RECOVERED  WITHOUT  OPERATION 
FROM    RUPTURED    TUBAL    PREGNANCY. 

(With  Plate  XYIIL) 

By  Herbert  R.  Spencer,  M.D.,  B.S.,  F.R.C.P. 

Mrs.  B — ,  aged  28,  nullipara,  married  three  years,  was 
sent  to  me  by  Dr.  Savage,  of  Auckland,  New  Zealand,  on 
July  1st,  1902,  complaining  of  severe  menstrual  pain 
which  was  most  intense  on  the  second  and  third  days, 
also  of  considerable  loss  at  the  periods,  which  required 
twenty-one  diapers  each  time. 

There  had  been  no  difficulty  or  pain  on  connection  and 
there  was  no  leucorrhoeal  discharge. 

The  bowels  and  bladder  gave  no  trouble.  Menstrua- 
tion commenced  at  fourteen  and  had  always  been  regular. 
The  patient  occasionally  used  to  have  menstrual  pain 
before  she  was  married,  but  always  since. 

Her  mother  died  of  cancer  of  the  bowel ;  her  father  was 
living  and  healthy  ;  one  sister  was  married  and  had  three 
children. 

The  uterus  was  of  the  size  of  a  large  fist  and  contained 
several  fibroids ;  it  could  be  felt  by  the  abdomen ;  it  was 
freely  movable.      The  sound  was  not  passed. 

Hydrastis  was  prescribed,  but  without  any  benefit,  the 
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menstrual  flow  being  somewhat  increased,  requiring  twenty- 
four  diapers  each  time. 

On  January  26thj  1903,  the  uterus  had  increased  in  size 
and  was  very  hard.  A  small  sub-peritoneal  fibroid  was 
felt  on  the  right  side  of  the  uterus.  The  pain  continued. 

The  patient  was  extremely  anxious  to  have  a  child  and 
not  to  have  any  operation  which  would  be  likely  to 
diminish  the  chance  of  maternity. 

On  July  29th,  1903,  I  saw  her  again.  She  had  less 
pain  and  the  monorrhagia  was  somewhat  lessened  by  her 
resting  in  bed  for  two  days.  The  uterus  was  as  on  the 
last  occasion. 

On  February  14th,  1904,  I  was  called  to  see  the 
patient  at  Brixton,  in  consultation  with  Dr.  Braidwood,  of 
Epsom.  She  had  gone  a  fortnight  over  her  time  and 
had  been  seized  with  severe  abdominal  pain  and  faintness. 
When  I  saw  her  in  bed  she  was  exceedingly  pale  ;  the 
pulse  was  frequent,  but  not  very  feeble.  Fluctuation 
could  be  obtained  all  over  the  abdomen,  showing  the 
presence  of  a  large  quantity  of  fluid.  It  was  clear  that 
she  had  a  ruptured  or  aborted  tubal  pregnancy  mth  free 
intra-peritoneal  haemorrhage. 

The  general  condition  of  the  patient  was  fair,  and  it 
was  decided  that  Dr.  Braidwood  should  stay  all  night  in 
the  house  and  summon  me  by  telephone  to  operate  if 
necessary.  Next  day  the  patient  was  somewhat  better ; 
she  was  removed  in  an  ambulance  to  a  nursing  home, 
where,  in  the  course  of  three  weeks,  the  blood  was 
absorbed  and  the  patient  quite  recovered. 

Menstruation  recurred  in  March  and  April,  1904,  and 
was  of  about  the  usual  amount. 

The  uterus  was  not  bigger  than  before.  The  small 
body  on  the  right  side  was  apparently  an  ovary. 

The  patient  ceased  to  menstruate  on  July  4th,  1904, 
five  months  after  the  ruptured  tubal  pregnancy.  I  saw 
her  on  January  10th,  1905,  when  she  was  six  months 
pregnant.  The  uterus  was  rendered  irregular  by  the 
presence  of  the  fibroids  and  was  much  larger  and  broader 
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than  normally  at  the  sixth  month.  It  reached  up  for 
nine  inches  vertically  above  the  pubes  and  measured 
about  the  same  transversely.  The  cervix  was  pushed 
forwards  by  a  hard  fibroid,  nearly  as  big  as  the  fist,  which 
descended  into  the  pelvis  considerably  below  the  level  of 
the  cervix.  The  patient  was  very  well  and  had  no 
trouble  with  the  urine. 

A  month  later,  however,  the  legs,  hands,  and  face 
began  to  swell,  and  the  urine  became  almost  solid  on 
boiling  from  the  presence  of  albumen.  She  was  treated 
by  Dr.  Braidwood  with  milk  diet  with  much  benefit,  the 
swelling  largely  subsiding,  although  the  albumen  remained, 
but  in  smaller  amount. 

The  patient  came  up  from  the  country  to  a  nursing 
home  on  March  16th,  being  about  8 J  months  pregnant. 
The  abdomen  was  greatly  distended,  the  limbs  and  abdo- 
minal wall  were  oedematous ;  there  was  a  quantity  of  free 
ascitic  fluid  present  and  the  urine  contained  albumen. 
On  March  19th,  1905,  at  3  a.m.  I  was  called  to  see  her 
and  found  that  the  membranes  had  burst  and  labour  had 
commenced;  the  os  was  as  big  as  a  shilling  and  a  foot 
presented.  The  fibroid  which  had  been  in  the  pelvis  was 
drawn  up  so  that  it  could  only  just  be  reached  with  the 
finger.  It  appeared  that  the  child  might  be  delivered 
^er  vaginam,  but  the  fact  that  the  membranes  had  been 
broken  while  the  os  was  small  and  that  the  presentation 
was  a  footling  rendered  it  probable  that  the  child  would 
be  stillborn.  The  patient  had  gone  through  much  pain, 
trouble,  and  risk  for  the  purpose  of  obtaining  a  living 
child,  and  as  this  would  almost  certainly  be  obtained  by 
Caesarean  section,  I  decided  on  that  mode  of  delivery,  a 
decision  which  was  cheerfully  accepted  by  the  patient. 

I  also  decided  to  remove  the  uterus  afterwards  by 
total  hysterectomy  in  order  to  remove  the  pressure  of  the 
large  organ  and  a  possible  source  of  infection,  the  danger 
of  which  would  be  increased  by  the  pressure  of  albumin- 
uria and  ascites  and  the  anaemic  condition  of  the  patient. 
Further  reasons  for  removing  the  uterus   were  the  pain 
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and  haemorrhage  at  the  periods^  which  confined  her  to  bed 
for  two  days_,  and  the  presence  of  fibroids  in  the  line  of  the 
incision. 

The  operation  was  put  off  till  10  a.m.  in  order  to  have 
the  advantage  of  daylight.  The  abdomen  was  prepared 
in  the  usual  way  and  a  1  in  4000  perchloride  of  mercury 
douche  and  an  enema  were  given.  I  did  not  use  formalin 
douches  as  is  my  custom  before  performing  hysterectomy^ 
owing  to  the  fact  that  the  membranes  were  ruptured. 

On  opening  the  abdomen  about  three  pints  of  opalescent 
ascitic  fluid  escaped.  The  uterus  was  rotated  by  the 
pressure  of  the  tumour  on  the  right  side  of  the  fundus 
through  a  quarter  of  a  circle,  so  that  the  left  broad  liga- 
ment and  ovary  were  almost  in  the  middle  line,  under  the 
abdominal  incision. 

As  the  uterus  could  not  be  pushed  over  to  the  left  I 
enlarged  the  incision  and  withdrew  the  uterus  from  the 
abdomen,  a  practice  which  I  do  not  adopt  in  ordinary 
Caesarean  section.  The  patient  then  strained  and  most  of 
the  intestines  escaped  from  the  abdomen  and  were 
covered  with  hot  wet  gauze.  The  straining  was  due  to 
the  administration  of  a  very  little  chloroform  at  my 
request  in  the  interest  of  the  child.  The  uterus  was 
opened  by  the  usual  anterior  longitudinal  incision  without 
much  haemorrhage  and  the  child  was  delivered  in  three 
minutes  from  the  commencement  of  the  operation,  a  good 
part  of  which  was  spent  in  replacing  and  covering  the 
intestines. 

I  then  removed  the  uterus,  together  with  the  right 
ovary  and  tube,  by  total  abdominal  hysterectomy  (Doyen's 
method),  which  I  found  very  easy;  only  four  vessels 
required  ligature.  The  peritoneum  was  closed  with  a 
purse-string  suture  of  fine  silk.  The  abdomen  was  closed 
by  through  stitches  of  silkworm  gut,  fascial  stitches  of 
silk,  and  horse-hair  stitches  for  the  skin.  The  whole 
operation  lasted  seventy-five  minutes,  2  oz.  of  chloroform 
on  lint  and  3  oz.  of  ether  being  given  for  anaesthesia. 
The    child,    a  boy    weighing    4^-    lb.,    was    healthy,    not 
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aspliyxiated,  and  cried  as  soon  as  it  was  born.  The 
wound  healed  by  first  intention  and  the  patient  recovered 
well^  but  gave  me  a  good  deal  of  anxiety  during  conva- 
lescence owing  to  the  formation  of  an  abscess  in  the 
peritoneum  and  a  slight  attack  of  pleurisy.  The  wound 
had  to  be  opened  in  two  places  to  evacuate  the  pus.  It 
was  over  two  months  before  the  tracks  of  the  drainage- 
tubes  were  completely  closed. 

The  albumen  disappeared  from  the  urine  within  a  few 
days  after  the  operation. 

On  October  3rd,  1005,  over  six  months  after  the  opera- 
tion, I  saw  the  patient  and  her  child,  both  being  in 
excellent  health.  The  mother  looked  better  than  I  had 
ever  seen  her.  The  child,  which  was  still  being  suckled 
by  a  wet  nurse,  weighed  (the  mother  told  me)  16  lb.,  and 
was  in  perfect  health.  The  only  thing  the  patient  com- 
plained of  was  that  a  good  deal  of  her  hair  had  fallen  off 
since  the  operation.  On  questioning  her  it  was  found  that 
sexual  desire  and  sexual  gratification  were  diminished  since 
the  operation,  and  there  was  slight  pain  but  no  difficulty 
in  coitus. 

The  scars,  abdominal  and  vaginal,  were  sound  and 
there  was  no  relapse. 

The  uterus  (see  Plate  XVIII)  weighed  6|  lb.,  and  in 
the  empty  hardened  state  was  11  inches  long,  9  inches 
wide,  and  6^  inches  thick.  The  Ceesarean  section  wound 
measured  4J  inches  in  length,  and  inclined  obliquely 
downwards  and  to  the  left  side  to  avoid  a  fibroid  in  the 
anterior  wall,  which  in  antero-posterior  section  measured 
2 J  inches  and  If  inch ;  the  muscular  wall  near  the  small 
fibroid  was  greatly  hypertrophied,  measuring  If  inch  in 
thickness,  and  the  part  of  the  anterior  wall  which  con- 
tained the  fibroid  was  2-|  inches  thick.  The  wall  to  the  left 
of  the  incision  was  also  greatly  hypertrophied,  measuring 
1-i  inch  in  thickness,  although  it  contained  no  visible  fibroid. 

Between  the  upper  end  of  the  incision  and  the  right 
round  ligament  was  a  subperitoneal  fibroid  measuring  4| 
by  4  by   3|-  inches  ;  its   pedicle,  measuring   6  inches  in 


DESCRIPTION    OF    PLATE    XVIII, 

Illustrating  Dr.  Herbert  Spencer's  specimen  of  Ca3sarean 
Section  and  Total  Abdominal  Hysterectomy  for 
Fibroids  complicating  Labour  near  Term  in  a 
Patient  wlio  had  Recovered  without  Operation  from 
Ruptured  Tubal  Pregnancy  (half  natural  size). 

A  view  of  the  uterus  and  rig'ht  appendages  seen  from  the  right  side. 
At  the  outer  end  of  the  right  Fallopian  tube  is  a  rounded  swelling  with 
a  small  hole  in  it,  in  which  the  mole  is  visible.  A  few  flimsy  adhesions 
run  from  this  part  of  the  tube  to  the  uterus,  ovary,  and  the  smaller  of 
the  sub-peritoneal  fibroids.  The  larger  of  the  sub-peritoneal  fibroids 
has  its  pedicle  somewhat  twisted. 


Plate  XVIII. 
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Illustrating  Dr.  Hkkbekt  Spencer's  specimen  of  Caisarean  Section  and  Total 
Abdominal  Hysterectomy  for  Fibroids  complicating  Labour  near  Term  in  a 
Patient  who  had  Recovered  without  Operation  from  Ruptured  Tubal  Pregnancy 
(half  natural  size). 


Adlaril  &<"  Son,  Impr, 
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circumference,  was  twisted  about  a  quarter  of  a  turn  by 
the  tiunour^s  rotating  as  in  the  direction  of  the  hands  of  a 
clock  when  the  tumour  was  viewed  from  above.  The  pos- 
terior part  of  the  pedicle  was  stained  with  haemorrhage,  and 
in  the  anterior  part  of  the  pedicle  a  large  vein  was  seen 
passing  from  the  middle  of  the  tumour  across  the  pedicle 
into  the  adjacent  part  of  the  body,  which  on  section  showed 
patches  of  congestion ;  the  fibroid  in  the  anterior  wall 
also  showed  distinct  red  discoloration  except  at  the  central 
part ;  the  capsule  of  this  tumour  was  partly  calcified. 

Projecting  from  the  wall  of  the  posterior  aspect  of  the 
uterus  was  another  subperitoneal  fibroid  (which  during  preg- 
nancy descended  into  the  pelvis),  as  big  as  a  small  orange, 
and  the  surface  of  the  organ  was  rendered  uneven  in  several 
places  by  small  interstitial  fibroids ;  the  larger  tumours 
were  evidently  calcified  in  places. 

Between  the  two  subserous  tumours  lay  the  right 
Fallopian  tube  and  'ovary,  with  some  adhesions  around 
them ;  one  of  these  adhesions  was  a  \  inch  broad,  ran 
like  a  band  to  the  adjacent  front  of  the  uterus  fi^om 
the  Fallopian  tube  at  the  junction  of  its  middle  and 
outer  thirds  ;  another  band  ran  from  near  the  ex- 
tremity of  the  tube,  but  the  fimbriae  were  quite  free  from 
adhesions  and  admitted  a  large  probe,  which  passed  up  the 
tube  for  about  an  inch  and  emerged  at  a  small  accessory 
ostium  beset  ^Yiih  a  few  fimbria3.  Beyond  this,  at  the 
junction  of  the  outer  and  middle  thirds,  the  right  Fallopian 
tube  was  distended  by  a  tubal  mole  to  the  size  of  a  thrush's 
egg,  and  the  prominent  part  of  the  swelling  near  to  the 
attachment  of  the  band-like  adhesion  showed  a  circular, 
ragged  aperture  ^  inch  in  diameter,  from  which  a  brown-red 
blood-clot  protruded  (see  Plate  XVIll).  The  right  ovary 
was  slightly  enlarged  and  was  covered  with  adhesions. 

The  whole  of  the  uterus  had  been  removed  in  one  piece. 
The  external  os  was  of  the  size  of  a  florin  and  had  not  been 
lacerated  ;  its  edge  was  -J^th  inch  in  thickness  ;  the  supra- 
vaginal cervix  was  much  thinner,  almost  as  thin  as  card- 
board in  places. 
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A  microscopic  section  from  the  blood-clot  of  the  mole 
showed  blood  containing  numerous  chorionic  villi^  most  of 
which  were  degenerated,  stained  feebly  and  appeared  as 
ghosts,  but  one   of  the  villi  took  the  logwood  stain  well. 

We  have  in  this  case  an  interesting  example  of  com- 
plete recovery  from  tubal  pregnancy  without  operation,  of 
which  I  have  seen  many  instances. 

The  complete  recovery  and  the  occurrence  of  intra- 
uterine pregnancy  within  five  months  of  the  accident, 
terminating  in  the  birth  of  a  living  child,  afford  some 
encouragement  to  those  who  believe  in  the  non-operative 
treatment  of  early  tubal  pregnancy  and  of  fibroids  in  the 
absence  of  serious  symptoms. 

In  this  Society,  as  well  as  in  France  and  Grermany, 
attention  has  been  directed  on  several  occasions  to  the 
frequency  with  which  fibroid  uteri  are  being  removed  in 
the  early  months  of  pregnancy.  My  own  experience  is 
strongly  in  favour  of  the  view  that  such  operations  are 
rarely  necessary. 

The  only  other  case  in  which  I  have  performed  hys- 
terectomy for  fibroids  complicating  pregnancy  has  been 
published  in  the  ^Obstetrical  Transactions^  (vol.  xxxviii, 
p.  389).  In  that  case  the  operation  was  a  supra- vaginal 
amputation  following  Cassarean  section.  I  have  recently 
seen  the  mother  and  her  child,  who  are  well  fourteen  years 
after  the  operation. 

With  regard  to  the  operation  performed  I  believe  that, 
given  the  advisability  of  performing  hysterectomy  in  the 
case  of  fibroids  complicating  labour,  the  whole  organ 
should  nowadays  be  removed.  Very  few  cases,  however, 
have  been  operated  upon  by  total  abdominal  hysterectomy 
during  labour  in  late  pregnancy  with  success  to  the  mother 
and  child.  Indeed,  I  have  not  succeeded  in  finding  a 
case  recorded,  though  several  have  been  operated  on 
during  late  pregnancy  before  labour  set  in.  Dr.  Smyly 
operated  by  the  combined  operation  with  success  to  the 
mother  and   child,    and    Mr.   Bland-Sutton    operated    by 
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total  abdominal  hysterectomy  with  success  to  the  mother 
on  a  patient  nearly  six  and  a  half  months  pregnant,  but 
did  not  perform  Caesarean  section,  the  child  being 
supposed  to  be  dead  before  the  operation  was  undertaken. 

Br.  Eden  said  that  Dr.  Spencer's  specimen  appeared  to  him 
to  be  interesting  from  three  points  of  view  :  (1)  the  case  showed 
an  instance  of  remarkable  fertility  in  a  woman  the  subject  of 
uterine  fibroid  tumours,  both  extra-uterine  and  uterine  concep- 
tion having  occm'red  -with    an  intei'val  of  only  four  months ; 

(2)  the  specimen  illustrated  the  local  results  of  tubal  i-upture 
and  intra-peritoneal  haemorrhage  treated  by  the  expectant 
method — a  method   not  often   practised   at  the  present  time ; 

(3)  an  interesting  point  he  observed  in  the  specimen  was  that 
the  ruptm*e  in  the  tube  showed  no  evidence  of  repair  although 
fourteen  months  elapsed  between  the  occurrence  of  rupture  and 
the  removal  of  the  uterus.  Could  Dr.  Spencer  explain  the 
absence  of  repair  in  the  tube? 

In  reply  Dr.  Herbert  Spencer  said  that  the  patient,  who 
had  a  fibroid  as  large  as  a  fist,  had  been  married  for  five  years 
without  becoming  pregnant ;  after  the  tubal  pregnancy  she  lost 
less  at  the  periods  than  for  many  years  previously.  Possibly  the 
sepai'ation  of  the  decidua  had  been  followed  by  the  growth  of 
a  healthier  endometrium,  which  explained  the  occurrence  of  an 
intra-uterine  pregnancy  so  soon  after  the  ectopic  gestation.  He 
thought  the  non-closure  of  the  tubal  rupture  might  be  due  to 
secretion  from  the  tubal  epithehum. 


A    FIBROID    SHOWING    CYSTIC    DEGENERATION 
REMOVED   THREE  WEEKS   AFTER   LABOUR. 

Shown  by  Dr.  Henry  Russell  Andrews. 

The  patient  from  whom  I  removed  this  specimen  was 
sent  to  me  three  weeks  after  her  first  confinement. 

She  was  33  years  of  age,  and  had  been  married  one  year. 
She  was  not  aware  that  she  had  any  abdominal  tumour 
until  some  days  after  labour,  but  said  that  her  "  abdomen 
had  always  been  large."  The  labour  was  very  easy.  Tho 
membranes  ruptured  at  4  p.m.  one  afternoon,  but,  as  she 
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had  no  pain  or  discomfort,  slie  did  not  think  that  the  flow 
of  fluid  was  of  any  importance,  and  went  about  her  house- 
hold duties  in  the  usual  way  on  that  evening  and  the  next 
day.  At  11  p.m.  the  next  evening,  thirty-one  hours  after 
rupture  of  the  membranes,  labour  pains  came  on  and  a 
living  full-term  child  was  born  about  two  hours  later. 
Her  doctor  found  a  large  abdominal  tumour  attached  to 
the  uterus  after  the  birth  of  the  child,  and  thought  at  first 
that  there  might  be  a  second  child  in  a  double  uterus. 
There  was  no  fever  during  the  puerperium,  and  the  lochia 
were  normal  in  every  way. 

When  I  saw  the  iDatient  she  looked  very  ill,  her  face 
was  drawn  and  haggard,  and  she  was  very  thin.  The 
temperature  was  normal,  the  pulse  100  per  minute. 

On  abdominal  examination  an  elastic,  almost  uniform, 
swelling,  apparently  fixed,  was  found  rising  out  of  the 
pelvis  to  a  point  halfway  between  the  umbilicus  and 
the  ensiform  cartilage.  The  greatest  circumference  of 
the  abdomen  was  32  inches,  just  below  the  umbilicus.  A 
fluid  thrill  could  be  obtained  through  part  of  the  tumour. 
There  was  some  abdominal  tenderness,  but  not  much  pain. 

On  vaginal  examination  the  uterus,  considerably  en- 
larged and  freely  movable,  was  found  to  be  lying  below 
and  in  front  of  the  tumour.  No  connection  could  be 
made  out  between  the  uterus  and  the  tumour. 

I  thought  that  the  tumour  was  an  ovarian  cyst,  inflamed 
and  possibly  suppurating  as  the  cachexia  was  so  marked. 
I  operated  two  days  later  and  found  a  greyish-yellow 
tumour  universally  adherent  to  the  anterior  abdominal 
wall,  the  omentum,  and  the  posterior  parietal  peritoneum 
just  below  the  transverse  colon.  All  the  adhesions  were 
soft  and  recent.  The  tumour  was  connected  with  the 
fundus  of  the  uterus  by  a  pedicle  about  one  inch  in  length 
and  a  little  less  than  an  inch  in  thickness.  The  pedicle 
was  cut  through,  and  the  wound  on  the  fundus  closed  by 
a  few  catgut  sutures.      Both  ovaries  were  healthy. 

There  was  a  good  deal  of  oozing  from  the  posterior 
surface  of  the  abdominal  cavity  just  below  the  transverse 
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colon,  so  a  small  gauze  drain  was  inserted,  removed  on 
the  third  day. 

The  patient  made  an  excellent  recovery.  She  soon  lost 
her  haggard,  cachectic  appearance,  and  began  to  put  on 
flesh.  The  tumour  seemed  to  have  had  a  toxic  effect  on 
her,  and  on  the  third  day  after  the  operation  she  said  that 
she  felt  better  than  she  had  done  for  weeks. 

The  tumour  weighed  7J  lb.  On  section  it  was  found 
to  be  partly  cystic  and  partly  solid.  The  contents  of  the 
cystic  part  were  diffluent  and  pulpy,  looking  like  altered 
blood.  The  solid  contents  were  of  a  greyish  colour  tinged 
with  red,  showing  more  or  less  the  characteristic  appear- 
ance of  a  uterine  fibroid.  I  thought  that  the  tumour  was 
worth  showing  to-night  as  being  an  unusual  specimen  of 
degeneration  connected  with  pregnancy,  and  also  because 
cystic  degeneration  of  a  fibroid  is  rare  at  the  age  of  33. 

Dr.  BoxALL  inquired  whether  any  evidence  of  twisting  of  the 
pedicle  was  found  at  the  operation.  From  the  recent  character 
of  the  adhesions  it  might  be  inferred  that  the  damage  to  the 
tumom-  occurred  when  dehvery  took  place.  Even  a  teiuporary 
and  partial  torsion  of  the  pedicle  may  have  caused  pennanent 
damage  to  the  tumour  without  leaving  evidence  in  the  pedicle 
itself. 

In  reply,  Dr.  Andrews  said  that  he  had  expected  to  find  a 
twisted  pedicle,  but  the  thick,  muscular  pedicle  of  the  tumour 
was  not  twisted  nor  did  it  show  any  signs  of  having  been  twisted. 


A  LARGE  CYSTIC  FIBROID. 
Shown  by  Dr.  Henry  Russell  Andrews. 

The  patient  was  a  multipara,  aged  56.  The  menopause 
occurred  at  forty-nine.  She  had  noticed  an  increase  in  the 
size  of  the  abdomen  for  twelve  months,  and  had  been  much 
inconvenienced  by  it  for  the  last  few  months. 

On  abdominal  examination  the  abdomen  was  found  to  be 
greatly  distended,  the  circumference  at  the  level  of  the 
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umbilicus  being  49^  inches.  The  liver  was  pushed  up  and 
the  movements  of  the  diaphragm  impeded  by  a  large,  thin- 
walled  cystic  swelling  which  rose  out  of  the  pelvis. 

On  vaginal  examination  a  small  senile  uterus  could  be 
felt  below  the  tumour.  On  account  of  the  distension  it 
was  impossible  to  say  whether  there  was  any  connection 
between  the  tumour  and  the  uterus.  There  was  oedema 
of  the  legs  and  a  slight  amount  of  oedema  of  the  abdo- 
minal wall.      I  diagnosed  the  tumour  as  an  ovarian  cyst. 

On  opening  the  abdomen  a  little  free  fluid  escaped. 
The  surface  of  the  tumour  was  smooth,  gi'ey,  and  glisten- 
ing. A  trocar  was  inserted  but  no  fluid  ran  through  it, 
so  an  incision  was  made  into  the  tumour  giving  exit  to  a 
large  quantity  of  brown,  watery  fluid,  and  masses  that 
looked  like  old  blood-clot.  The  tumour  was  adherent  to 
the  omentum,  to  the  bladder,  and  to  the  lower  surface  of 
the  transverse  colon. 

After  separating  the  adhesions  and  drawing  the  collapsed 
tumour  out  of  the  wound  a  pedicle,  about  an  inch  and  a 
half  long  and  as  thick  as  one^s  thumb,  was  found  uniting 
the  tumour  to  the  right  cornu  of  the  uterus.  This  was 
ligatured  and  cut  through,  and  the  stump  was  covered  by 
sewing  the  broad  ligament  over  it.  The  patient  made  an 
excellent  recovery. 

The  tumour  was  very  thin-walled,  being  translucent  in 
some  places.  On  its  surface  were  two  or  three  small  fibroids, 
one  of  which  much  resembled  a  small  loculus  of  an 
adenomatous  cyst.  Another  had  liquefied  and  discharged 
its  contents  into  the  main  cavity  through  a  small  opening 
which  looked  like  that  of  a  Fallopian  tube  into  a  tubo- 
ovarian  cyst. 


251 


PRIMARY   CANCER    OF    THE    OVARY. 
(With  Plates  XIX  to  XXIII.) 

By  A.  Louise  McIlroy,  M.D.,  Glasgow. 

(Received  March  28th,  1906.) 

{Abstract.) 

ConclvMons  from  the  clinical  standpoint. 

Primary  cancer  of  the  ovary  occurs  in  women  about  the  time 
of  the  menopause  or  after,  but  is  found  in  young  patients ;  in 
the  latter  cases  menstruation  is  influenced,  cessation  of  the 
periods  occurring. 

Previous  child-bearing  has  no  influence.  Pain  is  not  a  marked 
symptom,  patients  seeking  operation  on  account  of  the  swelling 
of  the  abdomen.  Ascites  is  present  in  most  cases.  Metastasis 
depends  upon  the  duration  of  the  disease  and  the  integrity  of 
the  tumour  capsule.  The  probability  of  recurrence  is  great. 
Malignancy  is  rarely  suspected  previous  to  the  operation. 

From  pathological  investigations. 

Both  ovaries  are  frequently  affected,  one  showing  a  more 
advanced  stage  of  the  disease  than  the  other. 

In  early  stage  the  capsule  is  firm,  later  on  becomes  broken 
down  and  tumour  tissue  proliferates  through  it.  Germinal 
epithelium  is  absent  as  a  rule.  No  Graafian  follicles  or  corpora 
lutea  found. 

Previous  benign  change  in  the  ovary  always  present.  The 
most  common  forms  of  cancer  in  the  ovary  are  the  glandular 
cystic  form  and  the  alveolar  with  connective  tissue  increase. 

The  growth  is  found  near  the  surface  and  in  the  folds  in  early 


252  PRIMARY   CANCER    OF    THE    OVARY. 

specimens.  The  origin  of  the  growth  is  from  the  follicle  cells, 
and  from  cells  which  have  been  derived  from  the  germ  epithe- 
lium. 

The  so-called  ova  of  the  G-erman  pathologists  are  masses  of 
degenerated  protoplasm,  they  are  retrogressive  products  of  the 
follicle  cells. 

Karyokinesis  is  not  well  marked  in  these  cancer-cell  tumours. 

The  cells  found  in  cancer  of  the  ovary  resemble  those  found  in 
benign  growths,  but  differ  in  their  distribution,  irregular 
arrangement,  and  in  the  amount  of  proliferation. 


On  reading  over  the  literature  on  the  subject  of  primary 
cancer  of  the  ovary  one  is  struck  by  the  number  of  cases 
of  this  disease  which  are  reported  without  any  detailed 
statement  as  to  the  condition  found  on  microscopical 
examination. 

Having  had  the  opportunity  during  the  past  three 
years  of  investigating  a  number  of  specimens  of  this  con- 
dition, I  venture  to  bring  before  the  Society  the  results 
of  my  researches. 

I  took  as  a  basis  for  my  work  fifteen  cases  of  un- 
doubted cancer  of  the  ovary.  All  cases  of  sarcoma  or 
endothelioma  were  excluded. 

I  have  to  thank  Dr.  Kelly,  with  whom  I  am  associated 
in  the  Glasgow  Eoyal  Infirmary,  for  his  permission  to 
make  use  of  the  material  under  his  care. 

I  have  also  received  specimens  through  the  kindness  of 
Professor  Murdoch  Cameron,  Dr.  W.  L.  Reid,  Dr.  Edgar, 
and  Dr.  John  Teacher.  Before  entering  upon  the  descrip- 
tion of  the  pathological  conditions  which  were  found,  I 
shall  briefly  give  an  outline  of  the  most  important  points 
to  be  noted  in  the  clinical  investigation. 

With  regard  to  the  frequency,  cancer  beginning  in  the 
unchanged  ovarian  tissue  is  rare,  but  carcinomatous 
degeneration  as  a  secondary  complication  of  a  previous 
pathological  but  benign  condition  of  the  ovary  is  frequent. 

The  question  arising  is.  If  these  benign  growths  in  the 
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ovary  are  allowed  to  remain,  would  they  eventually  undergo 
malignant  degeneration  ? 

The  age  at  which  we  find  most  cases  occurring  corre- 
sponds to  that  of  cancer  in  other  pelvic  organs — that  is, 
near  or  after  the  menopause. 

Among  my  cases,  however,  one  patient  was  24  years  of  age, 
two  were  25,  and  one  was  29.  The  solid  forms  of  the  tumours 
seem  to  occur  in  younger  patients  than  the  cystic.  Previoios 
child-hearing  has  no  influence.  In  seven  of  the  cases  the 
patients  were  unmarried  and  nulliparous.  In  the  others 
on  an  average  pregnancy  had  not  taken  place  during  the 
ten  years  previous  to  operation. 

The  family  history  is  negative  as  regards  cancer,  with 
the  exception  of  one  case  where  the  mother  of  the  patient 
died  of  cancer  of  the  breast. 

Influence  on  menstruation. — In  most  of  the  cases  where 
the  menopause  had  not  yet  occurred  the  presence  of  the 
growth  had  caused  amenorrhoea  for  several  months  before 
the  operation.  In  one  case  there  was  metrorrhagia  and  in 
another  the  periods  were  regular.  Previous  dysmenorrhoea 
was  not  a  marked  symptom  in  any  of  the  cases. 

The  duration  of  the  growth  is  with  difficulty  determined 
upon  owing  to  the  patient  having  so  few  symptoms  in  the 
early  stages  of  the  disease.  The  growth  may  have  been 
present  in  the  benign  form  for  some  time,  the  patient 
being  unaware  of  its  existence,  and  her  attention  is 
directed  to  the  pelvic  condition  only  when  some  of  the 
constitutional  symptoms  of  malignancy  have  supervened, 
or  when  the  size  of  the  abdominal  swelling  impedes  the 
functions  of  the  respiratory  and  circulatory  systems. 

One  patient  with  a  large,  solid  tumour  had  only  been 
aware  of  its  existence  for  two  weeks.  In  most  of  the 
cases  the  symptoms  had  been  present  from  about  six 
months  to  a  year. 

Syni'ptoms. — Su'elling  of  the  abdomen  is  the  chief 
symptom  complained  of ;  as  it  increases  it  causes  oedema, 
dyspnoea,  etc.  Pain  is  not  a  marked  feature  except  in 
the  later  stages  where  there  is  implication  of  other  organs. 
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Loss  of  flesh  and  emaciation  are  observed  only  in  the  later 
stages.  Sickness  and  vomiting  may  be  complained  of,  but 
these  are  also  found  in  the  benign  growths.  These 
tumours  are  generally  mobile ;  sometimes,  however,  if 
they  are  of  large  size  they  are  entirely  extra-pelvic  in 
situation. 

The  diagnosis  is  difficult  from  the  benign  ovarian 
growths,  unless  general  symptoms  of  malignant  disease  be 
present.  In  two  of  the  cases  the  question  of  pregnancy 
was  raised.  In  one,  multiple  fibroids  of  the  uterus  was 
diagnosed.  In  two,  the  patients  appeared  in  such  good 
health  that  the  possibility  of  cancer  was  excluded.  Six 
were  diagnosed  as  ovarian  cystoma.  Malignant  disease 
was  only  diagnosed  in  four  cases  out  of  the  fifteen. 
Ascitic  fluid  was  present  in  every  case  in  varying  degrees 
of  quantity.  The  presence  of  blood  in  the  fluid  was  not 
always  observed,  and  does  not  seem  to  be  so  potent  a 
factor  in  the  diagnosis  as  is  generally  supposed.  Its 
presence  probably  depends  upon  the  degree  of  advance- 
ment and  character  of  the  growth. 

The  pedicle  resembles  that  of  the  benign  growths.  In 
advanced  cases  it  may  be  infiltrated  by  the  cancer-tissue. 
This  condition  was  present  in  two  cases. 

Both  ovaries,  as  a  rule,  are  affected,  one  being  larger 
than  the  other,  and  showing  a  more  advanced  type  of 
the  disease,  and  sometimes  bearing  different  microscopic 
characters. 

The  Fallopian  tubes  are  rarely  affected  in  the  early 
stages,  but  in  the  later  they  are  usually  involved. 

The  presence  of  metastatic  growths  depends  upon  the 
degree  of  advancement  of  the  disease,  and  in  the  ovary 
on  the  integrity  of  the  tumour  capsule.  In  three  cases 
deposits  were  found  in  the  bladder  and  uterine  walls.  In 
one  a  mass  of  cystic-like  tissue  was  found  lying  behind  the 
peritoneum  on  the  vertebral  column.  Adhesions  with  the 
omentum  are  common.  It  is  in  these  cases  with  metastatic 
growths  that  the  question  of  the  origin  occurring  primarily 
in  the  ovary  arises. 
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With  the  exception  of  one  case  no  jpost-mortem  exami- 
nation was  permitted,  and  in  that  there  was  no  evidence 
of  the  disease  having  had  its  origin  elsewhere. 

One  patient  had  had  a  nodule  removed  from  the  breast 
two  years  before.  The  ovarian  tumours  were  small  and 
cystic,  and  there  was  no  suspicion  of  malignancy  at  the 
operation.  Subsequent  microscopical  examination  revealed 
the  presence  of  cancer-tissue.  This  was  a  case  where  a 
more  careful  examination  might  have  been  made  of  the 
other  abdominal  organs  at  the  time  of  operation  had  the 
condition  been  known  to  be  other  than  a  benign  growth 
of  the  ovary.  In  none  of  the  cases  did  the  history  and 
symptoms  point  to  any  condition  other  than  the  pelvic. 

If  ovarian  cancer  occurs  more  commonly  as  a  secondary 
or  metastatic  growth,  why  should  we  have  so  frequently 
present  a  benign  tumour  of  the  ovary  ? 

The  malignant  adeno-cystoma  is  more  frequent  than 
the  solid  malignant  tumour.  Is  it  merely  a  coincidence 
that  a  cystic  condition  of  the  ovary  is  so  frequently  present 
with  malignant  disease  of  the  intestines  or  other  abdo- 
minal organs  ?  Is  it  not  more  probable  that  this  benign 
growth  is  a  forerunner  of,  or  is,  on  account  of  its  large 
epithelial  surface,  more  liable  to  take  on  malignant 
degenerative  changes  ? 

The  spread  of  the  growth  to  other  organs  is  by  means 
of  the  lymphatic  system.  In  one  specimen  the  tube 
appeared  normal,  but  in  the  mesosalpinx  small  areas  of 
cancerous  tissue  were  found  in  the  region  of  the  lymphatics 
on  microscopic  examination.  This  subject  has  been 
dwelt  upon  by  Dr.  Cuthbert  Lockyer  in  this  Society  on  a 
former  occasion.  Many  must  have  observed  those  cases 
where  the  patient  appears  in  fairly  good  health  at  the 
time  of  operation  ;  after  operation  she  may  recover  from 
its  immediate  effects,  but  in  a  short  time  the  abdomen 
becomes  distended,  emaciation  is  observed  and  the  patient 
shows  signs  of  the  rapid  progress  of  the  disease. 

It  thus  appears  that  the  disease  has  been  of  slow 
growth  and  localised  ;    with  the  operation  it  has  become 
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disseminated  by  the  lympli-cliannels  to  the  other  abdo- 
minal organs,  the  uterus  being  the  direct  channel  for  its 
distribution.  It  is,  therefore,  necessary  when  dealing 
with  a  case  of  bilateral  malignant  disease  of  the  ovary  to 
consider  the  question  of  a  radical  removal  of  the  whole 
generative  organs. 

The  danger  of  paracentesis  of  the  cystic  growths  is 
obvious. 

The  mortality  among  these  cases  is  high.  Five  of  the 
patients  died  within  three  weeks  of  operation  either 
from  its  immediate  effects  or  from  general  weakness.  In 
one  the  ascitic  fluid  returned  before  the  patient  left  the 
hospital.  One  returned  five  months  later  with  great  dis- 
tension of  the  abdomen.  One  died  from  general  debility 
two  weeks  after  going  home.  Two  of  the  patients  were 
reported  as  well,  the  operation  having  been  performed 
within  the  past  year.  In  one  case  the  tumour  could  not 
be  completely  removed  owing  to  intestinal  adhesions. 
The  after-histories  of  the  remaining  four  could  not  be 
obtained. 

Pathological  investigations. — These  tumours  of  the 
ovary  have  been  classified  as  cystic  and  solidj  according 
to  their  naked-eye  appearances. 

The  majority  of  the  growths  are  cystic,  just  as  is 
the  case  among  the  benign  tumours.  In  appearance 
they  resemble  the  benign  growths,  some  small  with  thin 
walls,  others  filling  the  greater  part  of  the  abdominal 
cavity. 

They  are  irregular  in  form  and  outline,  dull  in  appear- 
ance, and  nodular.  In  many  the  presence  of  cancer  cannot 
be  made  out  to  the  naked  eye.  They  contain  areas  of 
solid  tissue,  often  broken  down  and  necrotic.  The  capsule 
may  be  eroded  in  the  advanced  cases  and  in  the  rapidly 
growing.  In  the  early  stages  the  capsule  is  firm  and 
fibrous.  If  erosion  be  present  there  is  frequently  pro- 
liferation of  the  contents  on  to  the  surface  of  the  tumour. 

The  contents  vary  ;  masses  of  broken-down  tissue,  fibrin, 
and  blood-clot  are  found  in  the  fluid.      Some  are  entirely 


PRIMARY    CANCER    OF    THE    OVARY.  257 

filled  with  fluid  blood;  others  have  thick,  gelatinous  con- 
tents as  in  the  benign    cysts. 

In  the  solid  forms  the  shape  resembles  that  of  the 
normal  ovary ;  many  contain  cysts  of  varying  size.  These 
tumours  sometimes  attain  a  great  size :  one  single  ovary 
weighed  65  lb.  and  another  3  lb.  The  surface  is  smooth 
or  nodular  with  marked  irregularities  and  furrows.  There 
are  areas  of  necrosis  and  haemorrhagic  infiltration,  some- 
times raised  from  the  surface. 

The  classification  of  these  tumours  is  difficult  owing  to 
many  containing  several  kinds  of  tumour-tissue. 

The  cystic  forms  are  classified  into  adeno-carcinoma, 
glandulare  and  papillare,  by  Pfannenstiel,  Orthmann, 
Gebhard,  and  Winter.  Heinriohs  gives  an  additional 
class,  adeno-carcinoma  alveolare,  and  he  gives  the  name  of 
"cyst-adenoma  glandulare  carciuomatodes"  instead  of  that 
of  Gebhard. 

In  the  solid  forms  we  have  carcinomatous  degeneration 
of  (1)  the  adeno-fibromata,  (2)  cysto-fibromata. 

In  all  my  specimens  there  was  evidence  of  previous 
benign  changes  having  been  present,  so  that  we  have  a 
further  subdivision  of  the  cystic  forms  into  pseudo- 
mucinous and  serous.  No  examples  of  pure  scirrhous 
cancer  were  found. 

The  sections  for  microscopic  examination  were  taken 
parallel  with  the  surface  of  the  ovary  and  also  at  right 
angles  to  it,  so  as  to  compare  the  various  planes.  The 
cancerous  tissue  is  most  abundant  in  the  furrows  on  the 
surface  of  the  solid  tumours  and  in  the  thickened  portions 
of  the  walls  of  the  cysts. 

On  going  over  the  literature  on  the  subject  of  ovarian 
cystic  tumours  we  find  that  the  generally  accepted  view 
as  to  their  origin  is — first,  that  they  are  due  to  an  arrest 
of  the  normal  retrograde  metamorphosis  of  the  Graafian 
follicles  that  have  never  become  corpora  lutca  of  mens- 
truation or  of  pregnancy,  secondly,  that  they  are  derived 
from  inclusions  of  the  epithelium  on  the  surface  of  the 
ovary. 
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In  many  of  these  cancerous  tumours  the  change  from 
the  benign  into  the  malignant  forms  can  be  seen  under 
the  microscope.  If,  therefore,  we  derive  them  from  the 
benign  forms  they  have  a  remote  common  origin. 

The  capsule  of  the  tumour  consists  of  dense  fibrous 
tissue — the  thickened  tunica  albuginea ;  small  cystic 
spaces  are  found  underneath  this. 

The  superficial  epithelium  is  rarely  present  in  these 
tumours,  the  surface  being  covered  with  flattened-out 
cells  resembling  those  of  the  endothelium.  They  may  be 
transformed  surface  epithelium  or  connective-tissue  cells. 

In  the  solid  tumours  and  in  the  solid  portions  of  the 
cystic  forms  we  see  the  following  conditions  :  In  some  por- 
tions the  tissue  resembles  an  alveolar  cancer.  Scattered 
through  the  connective  tissue  are  groups  of  epithelial 
cells  without  any  definite  plan  or  arrangement.  In  some 
places  large  patches  with  radiating  processes  are  found ; 
at  others  the  mass  is  seen  to  consist  of  only  a  few  cells. 
The  nuclei  are  deeply  stained,  rounded  or  oval  in  shape, 
and  of  definite  outline.  They  are  sometimes  arranged  in 
circles  round  a  central  area  of  almost  structureless  tissue 
which  may  be  cell-secretion  resembling  the  giant  cell  in 
tubercle.  The  connective  tissue  shows  colloid  degeneration 
its  nuclei  being  swollen  and  staining  faintly. 

In  some  of  the  solid  tumours  several  cells  become 
swollen  from  degenerative  changes,  fuse  together,  and 
form  irregular  masses  with  vacuoles.  The  connective- 
tissue  cells  in  their  immediate  vicinity  are  enlarged  and 
become  pushed  aside,  forming  a  follicle-like  ring  of 
spindle   Cells. 

This  central  disc  of  protoplasm  in  the  follicles  has 
given  rise  to  the  theory  of  follicles  with  their  contained 
ova  as  held  by  several  German  authorities.  The  cells  are 
degenerated  epithelial  cells.  They  are  products  of  a  retro- 
gressive metamorphosis.  In  some  places  these  cells  lie 
singly  as  well  as  in  groups. 

In  all  the  solid  tumours  examined  this  follicle-like 
arrangement  was  found,  although  not  well  defined  in  some, 
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only  a  part  of  the  circle  being  seen,  the  remaining  portion 
being  lost  in  the  degenerative  changes. 

In  one  tumour  which  I  examined  lately  I  found  a 
corpus  luteum;  this  was  the  only  one  found.  The  lutein 
tissue  was  not  affected  by  the  malignant  growth.  The 
patient  in  this  case  had  menstruated  until  admission  into 
hospital.  It  therefore  appears  that  the  ova  are  the  first 
cells  to  disappear  in  the  degeneration  of  these  malignant 
tumours. 

The  point  of  interest  in  the  examination  of  these 
specimens  lies  in  the  origin  of  the  epithelial  cell  masses. 
The  Graafian  follicles  and  surface  epithelium  are  the  main 
sources  of  origin. 

In  the  footal  ovary  I  have  found  that  the  follicle-cells 
or  cells  of  the  membrana  granulosa  are  derived  from  the 
connective-tissue  cells,  the  germ-cells  or  ova  causing 
these  cells  to  take  on  a  radical  arrangement  and  to  re- 
semble epithelial  cells.  If  the  walls  of  the  benign  cysts 
of  the  ovary  are  derived  from  these  follicle-cells — and  we 
have  shown  cancer-cell  changes  in  these  cysts — then  we 
have  a  mesoblastic  origin  for  cancer  as  well  as  epiblastic ; 
also,  if  these  connective-tissue  cells  under  the  influence  of 
the  germ-cell  take  on  an  epithelial  character,  why  cannot 
these  cells  take  on  a  similar  character  when  exposed  to 
the  influence  of  cells  which  have  imitated  the  characters 
of  the  germ-cells — that  is,  the  cells  of  the  pseudo-germinal 
or  surface  epithelium  ?  This  may  account  for  the  varieties 
in  the  so-called  alveolar  form  of  cancer  of  the  ovary. 

Dr.  Eden  said  that  he  should  like  to  express  his  admiratiou 
for  the  fine  piece  of  microscopic  work  which  Miss  Mcllroy  had 
brought  to  the  Society  that  evening  ;  he  thought  that  her  paper 
would  be  a  memorable  one  in  the  development  of  our  knowledge 
of  carcinoma  of  the  ovary.  In  two  points,  at  any  mte,  the 
author  appeared  to  have  made  an  important  contribution  to  our 
knowledge.  One  point  was  that  she  had  traced  the  invasion 
of  the  ovarian  stroma  by  cells  derived  from  malignant  changes 
in  the  germ  epithelium ;  the  second  was  that  she  believed  that 
she  had  traced  the  transition  stages  by  which  the  epithelial  cells 
of  a  benign  cyst  became  transformed  into  the  malignant  cells  of 
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an  adeno-carcinoma.  This  observation  appeared  to  provide  a 
scientific  basis  for  the  expression  "malignant  degeneration," 
wliich  we  were  in  the  habit  of  using  so  freely  in  connection  with 
a  benign  tumour. 

Dr.  Russell  Andrews  congratulated  Miss  Mcllroy  on  the 
excellent  demonstration  that  she  had  given,  and  asked  her  whether 
her  researches  had  led  her  to  agree  with  the  teaching  of  some 
German  writers  that  many  adenomatous  or  pseudo-mucinous 
ovarian  cysts  which  appeared  to  be  perfectly  innocent  to  the 
naked  eye  proved  to  be  malignant  on  microscopical  examination. 
If  this  teaching  were  accepted  it  became  our  duty  to  remove  all 
adenomatous  ovarian  tumours  whole,  without  diminishing  their 
size  by  tapping,  however  large  they  may  be. 

Dr.  Faiebairn  said  there  was  one  point  in  the  paper  which  he 
had  not  been  able  to  follow,  and  that  was  the  statement  that  the 
carcinomatous  tumours  in  all  cases  followed  on  a  previously 
benign  growth.  The  proof  of  this  was  far  from  complete,  and, 
as  he  understood,  was  based  on  observations  of  histological 
changes  in  different  parts  of  the  tumour — in  other  words,  on 
tracing  the  transition  of  a  regular  goblet-celled  epithelium  into 
an  irregular  epithelial  growth  of  carcinomatous  cells.  The 
difficulty  of  arguing  from  the  appearance  of  the  epithelium  in 
some  of  these  large  tumours,  where  very  extensive  necrotic  and 
retrograde  change  was  always  present,  was  manifest ;  and  also  the 
exact  meaning  of  slight  pathological  changes  in  surviving 
portions  of  ovarian  tissue  was  always  a  matter  of  doubt,  as  it 
was  impossible  to  say  whether  the  changes  in  the  follicular  and 
surface  epithelium  were  the  results  or  the  consequences  of  the 
development  of  the  carcinomatous  tumour.  The  reader  of  the 
paper  had  not  explained  what  she  meant  by  "  benign  "  growth. 
Did  she  include  in  this  simple  follicular  change,  which  is  of  so 
frequent  an  occurrence  as  to  be  of  little  moment,  or  did  she 
mean  that  these  tumours  were  invariably  preceded  by  a  new 
growth  of  a  simple  nature,  which  secondarily  took  on  malignant 
characteristics  ?  Dr.  Fairbairn's  experience  coincided  with  Dr. 
Mcllroy' s  in  regard  to  the  greater  frequency  of  the  solid  growths 
in  young  women  and  of  the  cystic  growths  in  the  older  subjects. 
There  was  one  form  which  had  not  been  described,  and  that  was 
the  small  papillary  growth  invading  the  ovary  and  giving  rise  to 
early  and  extensive  metastases  in  the  abdomen  and  to  large 
quantities  of  free  fluid.  In  such  cases  the  tumour  was  small 
and  entirely  obscured  by  the  ascites,  which  was  usually  the 
cause  of  the  patient's  seeking  medical  advice.  The  varying 
degree  of  malignancy  of  these  growths  was  very  little  understood, 
but  he  agreed  that  the  capsule  of  tunica  albuginea  played  a  very 
important  part  in  preventing  dissemination.  He  had  called 
attention  to  its  importance  in  this  respect  when  describing  a 
specimen  at  this  Society,  as  well  as  to  its  resistant  properties  in 
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otlier  ovarian  growths  ('Transactions,'  vol.  xliii,  pp.  210  and  211, 
and  vol.  xliv,  p.  206). 

Dr.  WiLLAMSON  stated  that  he  had  listened  with  very  great 
interest  to  the  paper  just  read.  During  the  last  three  years  he 
had  devoted  a  considerable  amount  of  time  to  the  study  of  the 
development  of  ovarian  tumours,  and  from  his  own  obsei'vations 
he  could  confirm  two  of  the  conclusions  the  author  had  amved  at. 
The  first  of  these  was  mth  regard  to  the  development  of  the  cells 
of  the  membrana  granulosa ;  he  was  quite  convinced  that  these 
had  their  origin  from  cells  of  the  connective-tissue  stroma  of  the 
ovary  and  not  from  the  epithelium  of  Plliiger's  tubes.  The  second 
point  was  the  recognition  of  the  important  part  played  by  later 
downgrowths  of  the  germinal  epithelium  in  the  genesis  of  ovarian 
tumours.  The  material  he  had  selected  for  his  work  were  ovaries 
normal  as  far  as  their  naked-eye  characters  were  concerned,  and 
removed  from  patients  in  whom  a  large  cyst-adenoma  had  de- 
veloped in  the  organ  of  the  opposite  side.  In  many  of  these 
cases  he  had  been  able  to  trace  the  commencement  of  cystic 
growths,  and  he  believed  they  arose  neither  from  Graafian 
follicles  nor  from  Wolfiian  remains,  but  from  later  downgrowths 
of  the  germinal  epithelimn.  Dr.  Grifiith  and  himself  had  pub- 
lished drawings  of  three  of  his  sections  in  the  second  edition  of 
x^llbutt  and  Playfair's  '  System  of  Gynaecology,'  illustrating 
what  they  believed  to  be  three  different  stages  in  the  develop- 
ment of  an  adeno-cystoma.  He  was  greatly  interested  to  find 
that  Miss  Mcllroy  accepted  the  same  origin  for  the  ovarian 
carcinomata. 

Dr.  May  Thorne  wished  to  add  her  best  thanks  to  Miss 
Mcllroy  for  her  interesting  paper.  She  felt  unable  to  criticise 
it  from  the  pathological  point  of  view  at  so  short  notice  as  so 
many  new  points  were  brought  out,  but  from  the  clinical  aspect 
she  could  not  quite  agree  with  Miss  Mcllroy  that  pain  was  such 
a  very  rare  symptom  in  the  earliest  stage  of  carcinoma  of  the 
ovary,  and  quoted  a  case  of  her  own  in  which  acute  pain  was  the 
first  thing  which  attracted  the  patient's  attention  at  a  time  when 
the  affected  ovaiy  was  only  slightly  enlarged  by  carcinomatous 
growth. 

Miss  McIlroy,  in  replying,  thanked  the  members  for  their 
kind  reception  of  the  demonstration.  Among  her  sections  she 
had  found  that  the  pseudo-germinal  epithelium  had  taken  on 
the  character  of  cancer-cells,  and  that  these  cells  on  proliferation 
had  burrowed  down  into  the  stroma,  thus  forming  the  epithelial 
cell  masses.  The  naked-eye  appearances  of  the  cystic  growths 
were  of  little  aid  in  the  majority  of  specimens  in  the  diagnosis 
of  cancer.  Many  specimens  appeared  benign,  and  the  malignant 
character  of  the  growth  was  only  discovered  on  microscopical 
examination.  In  the  cystic  forms  pseudo-mucinous  epithelium 
of  a  benign  character  was  present  with  cancer-tissue  in  otlier 
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portions.  In  tlie  solid  tumours  so  much  fibrous  tissue  was 
present  as  to  give  rise  to  the  question  whether  these  growths 
had  started  as  a  simple  fibroid  condition  with  subsequent 
malignant  degeneration,  or  whether  the  fibroid  formation  was  a 
secondary  deposit  around  the  epithelial  cell  masses. 


DESCRIPTION    OF    PLATE    XIX, 

Illustrating  Miss  Mcllroy's  paper  on   Primary  Cancer  of 

the  Ovary. 

A.  Appendix  adherent  to  solid  mass  in  broad  ligament 

B.  Papillomatous  portion  adherent  to  bowel, 
c.  Cystic  ovary. 

D.  Fallopian  tube  :  outer  end  forming  a  tumour. 
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DESCRIPTION   OF    PLATE   XX, 

Illustrating  Miss  Mcllroy's  paper  on  Primary  Cancer  of 

the  Ovary. 

Fig.  1. — Showing  the  epithelium  lining  the  cystic  spaces,  which  has 
become  malignant.     Two  karyokinetic  figures  are  seen. 

Fig.  2. — Fibrous  capsule  of  tumour.    Masses  of  epithelial  cells  surround- 
ing lymph  spaces.     Tissue  towards  centre  almost  structureless. 


Plate  XX. 
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lustrating  Miss  McIlrov's  paper  on  Primary  Cancer  of  the  Ovary. 
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DESCRIPTION    OF    PLATE    XXI, 

Illustrating  Miss  Mcllroy^s  paper  on  Primary  Cancer  of 

the  Ovary. 

Fig.  1, — Eing  of  epithelial  cells  around  central  cells  lying  in  hyaline 
substance.     Large  cells  with  granular  protoplasm.     Vacuoles. 

Fig.  2. — Follicle- like  mass  with  daughter  outgrowth,  d,     p  =  Disc  of 
protoplasm,     f  ^  Free  cells  like  pseudo-mucinous  cells. 
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DESCRIPTION    OF    PLATE    XXII, 

Illustrating  Miss  Mcllroy's  paper  on  Primary  Cancer  of 

the  Ovary. 

Fig.  1. — Strings  of  surface  epithelium  among  ovarian  stroma. 
FiG.2. — Erosion  of  capsule  of  tumour,  epithelium  near  surface. 


Plate  XXII. 
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Illustrating  Miss  McIlkov  s  paper  on  Primary  Cancer  of  the  Ovary. 
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DESCRIPTION    OF    PLATE    XXIII, 

Illustrating  Miss  Mcllroy^s  paper  on  Primary  Cancer  of 

the  Ovary. 

Squamous  cell  masses  in  the  connective  tissue. 


Plate  XXIII. 
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OCTOBER  3rd,  1906. 
Amand  Route,  M.D.,  Vice-president,  in  the  Chair. 

Present — 37  Fellows  and  5  visitors. 

Books  were  presented  by  the  Presbyterian  Hospital 
Staff  of  New  York,  the  Societe  de  Medecine  de  Rouen, 
Professor  Pozzi,  and  Drs.  Eden,  Swaffield,  and  Nepean 
Longridge. 

W.  Blair  Bell,  M.D.,  B.S.  (Liverpool),  and  T.  Sprot 
Allan,  L.R.C.P.  (Newcastle-on-Tyne),  were  declared  ad- 
mitted Fellows  of  the  Society. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society  :  Harold  Clifford,  M.B.Lond.,  F.R.C.S.Edin. 
(Manchester) ;  Ernest  Eric  Young,  M.B.,  B.S. Lend. 
(Stoke-on-Trent) ;  William  Gavin  Hamilton,  M.R.C.S., 
L.R.C.P.Lond.,  Capt.  I.M.S. 

The  following  gentlemen  were  proposed  for  election  : 
H.  N.  Anklesaria,  L.R.C.P.,  F.R.C.S.Edin. ;  Charles  J. 
Battle,  M.R.C.S.,  L.R.C.P.  (Natal) ;  Douglas  Drew,  B.S., 
F.R.C.S.Eng. ;  Albert  Richard  Henchley,  M.D.  (Brux.), 
L.R.C.P.,  L.R.C.S.Edin.  (Canterbury);  George  Hope, 
D.P.H.,  L.R.C.P.,  M.R.C.S.Lond.;  William  Fletcher  Shaw, 
M.D.Yict.  (Manchester)  ;  Frederick  Ernest  Withers, 
M.R.C.S.,  L.R.C.P.  (Horncastle). 
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A  CASE  OF  INTRA-LIGAMENTOUS,  FIBROCYSTIC 
TUMOUR  OF  THE  UTERUS,  WEIGHINa  ABOUT 
THIRTY  POUNDS,  REMOVED  BY  ENUCLEA- 
TION AND  SUB-TOTAL  HYSTERECTOMY. 

(With  Plate  XXIV.) 

By  T.  W.  Eden,  M.D.,  and  F.  Lionel  Peovis,  F.R.O.S. 

The  patient,  J.  S — ,  was  a  single  woman,  aged  55,  who 
came  to  the  out-patient  department  of  the  Chelsea  Hos- 
pital for  Women  in  January,  1905,  complaining  of  swelling 
of  the  abdomen,  shortness  of  breath,  and  a  mucoid  dis- 
charge from  the  rectum.  She  had  usually  worked  at  a 
laundry,  but  latterly  had  been  in  service  as  a  cook.  She 
had  had  a  child  many  years  previously,  and  the  meno- 
pause occurred  at  the  age  of  48.  For  nine  years  she  had 
suffered  from  varicose  veins  and  for  over  eleven  months 
from  an  ulcer  on  the  left  leg.  She  was  troubled  with 
haemorrhoids  and  the  bowels  were  constipated.  With 
these  exceptions  her  general  health  had  been  good  up  to  a 
year  previous  to  her  admission  to  the  hospital.  On  inquiry 
it  was  found  that  the  abdominal  swelling  had  been  noticed 
since  1898 ;  it  varied  in  degree  from  time  to  time,  but 
had  increased  rapidly  of  late.  She  made  no  complaint  of 
pain;  she  had  latterly  experienced  some  difficulty  in  com- 
mencing the  act  of  micturition,  but  had  never  been  unable 
to  pass  water.  She  suffered  also  from  nausea  and  sick- 
ness in  the  morning,  and  admitted  that  she  had  been  in 
the  habit  of  taking  alcohol  in  excess.  There  was  no 
vaginal  discharge.  She  stated  that  during  her  menstrual 
life  the  periods  were  regular,  of  the  twenty-eight  days 
type,  lasting  seven  days,  and  that  the  amount  of  loss  had 
always  been  free,  with  clots. 

On  February  13th,  1905,  a  day  or  two  after  her  admis- 
sion to  the  hospital,  the  following  note  of  her  condition 
was  made  :  "  The  abdomen  is  enormously  distended,  the 
umbilical    girth  being   42 J  in.   and   the    distance    from 
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xiphoid  to  symphysis  pubis  being  21 J  in.  On  percussion 
resonance  is  found  in  the  epigastric  region ;  all  other 
parts  are  dull,  except  the  left  flank,  where  a  colon  note  can 
be  found  on  deep  percussion.  A  fluid  thrill  can  be  easily 
obtained  in  all  directions  over  the  front  of  the  abdomen. 
On  palpation  the  top  of  the  tumour  is  reached  at  a  point 
two  thirds  of  the  distance  from  the  umbilicus  to  the 
xiphoid  cartilage.  The  general  anterior  surface  of  the 
tumour  is  smooth,  with  few  irregularities,  and  of  elastic 
consistence.  On  vaginal  examination  the  cervix  is  found 
displaced  upwards  and  forwards  behind  the  symphysis 
pubis ;  in  the  pouch  of  Douglas  and  left  fornix  can  be 
felt  a  firm  swelling,  rounded  in  outline,  at  about  the  level 
of  the  middle  sacral  vertebra,  apparently  continuous  with 
the  abdominal  tumour.  The  position  of  the  uterus  cannot 
be  made  out ;  the  sound  was  not  passed.^' 

On  these  findings  a  diagnosis  of  a  large  multilocular 
ovarian  cyst,  with  a  semi-solid  portion  in  the  pouch  of 
Douglas,  was  made.  The  general  condition  of  the  patient 
was  fairly  good.  The  heart  and  lungs  appeared  to  be 
healthy;  the  urine  contained  no  albumen  or  sugar;  there 
was  no  oedema  of  the  lower  extremities,  but  on  the  internal 
surface  of  the  left  leg  was  a  large  and  fairly  deep  varicose 
ulcer  as  large  as  the  palm  of  the  hand.  Her  temperature 
was  normal.  She  was  admitted  on  February  10th,  1905, 
and  the  operation  was  performed  on  February  14th. 

On  opening  the  peritoneal  cavity  a  few  ounces  of  clear, 
yellowish  fluid  escaped,  and  the  tumour  came  into  view. 
On  passing  the  hand  around  it,  it  was  found  to  be  free  on 
the  right  side,  where  the  peritoneal  relations  were  found 
unaltered ;  but  on  the  left  side  the  parietal  peritoneum  was 
reflected  on  to  the  tumour  at  a  level  corresponding  to  the 
summit  of  the  iliac  crest.  As  it  obviously  contained  a 
large  quantity  of  fluid,  the  tumour  was  then  tapped  and 
6  pints  14  oz.  of  dark,  chocolate-coloured  fluid  was  col- 
lected, but  a  considerable  quantity  escaped  and  could  not 
be  measured.  This  considerably  reduced  the  bulk  of  the 
tumour  and  allowed  it  to  be  delivered  through  the  incision. 
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It  was  now  seen  that  a  piece  of  large  intestine,  about  6  or 
8  in.  in  length,  ran  along  the  upper  border  and  left  side 
of  the  tumour,  passing  into  the  rectum  below,  the  perito- 
neum being  reflected  directly  from  the  bowel  on  to  the 
tumour.  It  was  therefore  clear  that  the  tumour  occupied 
the  left  broad  ligament,  and  had  extensively  raised  the 
peritoneum  from  the  lateral  pelvic  wall  and  the  abdominal 
parietes.  The  pouch  of  Douglas  was  displaced  to  the 
right  side  of  the  middle  line,  but  appeared  of  normal 
depth.  The  right  appendages  and  right  uterine  border 
were  free.  Enucleation  was  begun  by  reflecting  the  colon 
along  with  a  wide  strip  of  peritoneum,  upwards  from  the 
summit  of  the  tumour  and  then  outwards  from  its  left 
border.  On  approaching  the  anterior  parietes  a  mass  of 
very  large  veins  was  encountered ;  they  were  divided  be- 
tween ligatures  and  the  enucleation  continued  without 
much  difficulty.  The  sub-peritoneal  mass  was  raised  from 
its  bed;  the  right  ovarian  and  uterine  vessels  were  next 
secured  in  the  usual  manner  and  divided.  The  bladder 
was  much  displaced  upwards,  the  utero-vesical  peritoneal 
reflection  being  found  3  to  4  in.  above  the  pubes ;  the 
peritoneum  over  the  front  of  the  tumour  was  then  incised 
and  the  bladder  pushed  well  down.  The  left  tube  was 
now  found  upon  the  anterior  aspect  of  the  tumour,  and 
the  left  ovarian  vessels  were  easily  secured.  It  was,  how- 
ever, impossible  to  find  the  left  uterine  artery,  and  the 
uterus  was  accordingly  amputated  at  the  level  of  the  in- 
ternal OS  from  right  to  left,  the  left  uterine  artery  being 
secured  as  it  came  into  view  to  the  left  of  the  divided  cervix. 

The  extensive  bed  of  the  tumour  was  now  examined ;  it 
extended  far  up  the  left  side  of  the  posterior  abdominal 
wall,  and  involved  the  whole  of  the  left  half  of  the  pelvic 
cavity,  and  encroached  considerably  to  the  right  side  of 
the  mid-line. 

There  was  very  little  oozing,  and  the  ureter,  though 
looked  for,  could  not  be  seen.  Sufficient  peritoneum  had 
been  left  to  allow  of  the  whole  of  the  tumour  bed  being 
closed,  and  this  was    now  done  with  a   fine,  continuous 
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silk  suture,  an  aperture  being  left  in  the  lower  part  through 
which  a  large  rubber  drainage-tube  was  passed  on  to  the 
floor  of  the  cavity;  the  cervical  stump  was  next  covered 
over  in  the  usual  manner  and  the  abdominal  wound  closed 
in  three  layers.  The  patient  suffered  severely  from  shock, 
and  a  rectal  enema  of  saline  and  brandy  was  administered 
before  she  left  the  operating  table. 

For  the  first  week  the  patient^s  progress  was  uninter- 
rupted. The  tube  was  removed  in  forty-eight  hours;  a 
good  deal  of  blood-stained  fluid  escaped  during  the  first 
day,  but  very  little  on  the  second.  On  the  eighth  day 
the  stitches  were  removed,  the  wound  having  healed 
entirely  Avith  the  exception  of  a  small  sinus  representing  the 
track  of  the  drainage-tube;  this  closed  three  days  later. 
Up  to  the  eighth  day  the  temperature  had  not  reached 
100^  F.,  and  the  general  condition  of  the  patient  was  in 
every  way  excellent.  On  the  ninth  day  she  complained 
of  pain  in  the  upper  part  of  the  chest  on  the  left  side ; 
the  temperature  was  raised  to  100*4°  F.,  the  pulse  to  118, 
respirations  to  33.  The  resident  medical  officer  reported 
that  pericardial  friction  could  be  heard  over  the  apex  of 
the  heart.  The  temperature  fell  to  subnormal  in  twenty- 
four  hours,  and  in  two  days  the  rub  disappeared,  and  the 
patient  appeared  to  be  quite  well.  The  ulcer  on  the 
left  leg  had  been  treated,  and  had  become  somewhat 
smaller  and  cleaner.  On  March  12th  (twenty-sixth  day) 
she  went  to  the  Convalescent  Home  at  St.  Leonards. 
The  day  after  she  arrived  she  became  very  ill,  with 
severe  vomiting,  and  her  temperature  rose  to  103°  F. 
and  the  skin  became  yellow  in  colour.  Dr.  Barker,  to 
whom  we  are  indebted  for  these  particulars,  does  not  think 
she  was  definitely  jaundiced,  and  the  sickness  ceased  in 
forty-eight  hours.  She  remained  confined  to  bed,  however, 
being  very  weak  and  running  a  morning  temperature  of 
102°  F.,  which  fell  to  nearly  normal  in  the  evening.  For 
over  a  week  she  remained  in  this  condition ;  then  she  had 
several  shivering  fits,  in  one  of  which  her  temperature 
reached    107°   F. ;    a  loud   systolic  murmur  now  became 
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audible  at  the  apex,  al though  up  to  this  time  the  heart- 
sounds  were  clear.  Dr.  Barker  says  that  he  could  find 
no  evidence  on  examination  of  any  pelvic  trouble.  On 
March  19th  she  suddenly  became  unconscious  and  de- 
veloped left  hemiplegia;  on  the  following  day  she  died. 
No  autopsy  could  be  made. 

Descri'ption  of  the  tumour, — The  whole  tumour  is  roughly 
of  oval  shape,  and  measured  when  removed  31  in.  in 
transverse  and  29  in.  in  vertical  diameter.  This  was,  of 
course,  after  the  bulk  of  the  tumour  had  been  reduced  by 
tapping.  The  weight  of  it,  together  with  the  fluid  removed, 
was  30  lb.  It  consists  of  two  lobes — a  left  anterior  lobe 
much  larger  than  the  other,  over  the  top  of  which  runs 
the  elongated  left  Fallopian  tube,  and  a  right  posterior 
lobe  springing  from  the  right  border  of  the  main  tumour. 
Between  the  two  lobes  lies  the  uterus  with  the  right 
appendages  in  position.  The  left  ovary  was  not  found. 
The  uterus,  which  measures  2\  in.  in  the  fresh  state, 
contains  two  or  three  subperitoneal  fibroids.  The  tumour 
is  attached  to  the  left  anterior  aspect  of  the  uterus  at 
about  the  level  of  the  internal  os  by  a  pedicle  about  1  in. 
thick.  The  right  border  of  the  uterus  is  free.  The  cut 
surface  shows  a  large  cystic  cavity  beneath  the  capsule 
anteriorly  and  a  number  of  smaller  cavities  in  different 
parts,  mostly  subcapsular  in  position.  The  general  appear- 
ance of  the  solid  portion  is  that  of  a  degenerating  fibro- 
myoma,  but  in  many  parts  there  is  no  naked-eye  evidence 
of  degeneration.     The  whole  growth  is  encapsuled. 

Remarks. — ^We  regard  this  specimen  as  one  of  uterine 
fibro-myoma  developing  within  the  left  broad  ligament. 
The  general  anatomical  relations  closely  correspond  with 
those  characteristic  of  large  parovarian  cyst  of  the  broad 
ligament,  namely  (1)  obliteration  of  the  meso-salpinx ; 
(2)  elongation  of  the  Fallopian  tube,  which  lies  in  close 
contact  with  the  tumour ;  (3)  lateral  displacement  of  the 
uterus ;  (4)  elevation  of  the  line  of  reflection  of  the  peri- 
toneum upon  the  pelvic  viscera. 

As  th^  tumour  is  attached  by  a  distinct  though  rela- 


DESCRIPTION  OF  PLATE  XXIV, 

Illustrating   Dr.   Eden's  and  Mr.  Provisos  case  of  Intra- 
ligamentous, Fibrocystic  Tumour  of  the  Uterus. 

The  slightly  enlarged  uterus  lies  between  the  two  lobes  of  the  tumour ; 
the  right  tube^  ovary,  and  mesosalpinx  are  unaltered  and  retain  their 
normal  relation  to  the  uterus;  the  left  tube  was  divided  near  its  attach- 
ment to  the  uterus  ;  it  is  elongated  and  stretched  over  the  large  lobe  of 
the  tumour,  f.u.  Fundus  uteri,  r.o.  Eight  ovary  and  tube.  c.  Cervix 
c.L.F.  Cut  end  of  left  Fallopian  tube.     l.f.  Left  Fallopian  tube. 


Plate  XXIV. 


Obstet.  Soc.  Trans.,  Vol.  XLVIII. 


Illustrating  Dr.  Edkn's  and  Mr.  Pkovis's  Ca.se  of  Intra-ligamentous  Fil>rorystir 
Tumour  of  the  Uterus. 


A, liar, I   d^  Son,   /»«/■: 
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tively  small  pedicle  to  the  uterus  we  regard  it  as  uterine 
in  origin,  although  we  see  no  reason  to  question  the 
generally  accepted  view  that  similar  growths  may  arise 
in  the  broad  ligament  independently  of  the  uterus,  from 
the  non-striped  muscle  and  fibrous  tissue  which  the  liga- 
ment contains. 

Extensive  cystic  degeneration  has  occurred  in  the 
tumour,  and  to  this  factor  we  attribute  the  rapid  in- 
crease in  size  noticed  by  the  patient  for  a  short  period 
before  the  operation.  The  growth  itself  had  probably 
existed  for  several  years,  either  growing  very  slowly  or 
remaining  quiescent. 

The  left  ovary  was  not  seen  during  the  operation,  nor 
could  it  be  identified  upon  the  tumour  in  the  recent  state. 
This,  we  think,  is  explained  by  the  great  expansion  of  the 
broad  ligament,  just  as  in  large  parovarian  cysts  identi- 
fication of  the  ovary  is  often  difficult ;  it  becomes  greatly 
stretched  and  thinned,  and  ultimately  merges  with  the 
capsule  of  the  tumour.  This  had  probably  occurred  in 
our  own  case  also. 

On  microscopic  examination  the  tumour  is  seen  to  be  a 
degenerating  fibro-myoma.  The  walls  of  the  cystic  cavities 
are  devoid  of  epithelium,  and  present  a  ragged  surface 
upon  which  blood-vessels  of  a  considerable  size  are  here 
and  there  laid  open.  Considerable  hasmorrhage  must 
have  occurred  into  the  cavities,  and  this  is  consistent 
with  the  observed  nature  of  their  contents.  Even  in 
parts  which  appear  solid  to  the  naked  eye  there  is  ex- 
tensive microscopic  evidence  of  degeneration  and  the 
formation  of  minute  cavities.  The  growth  is  extraor- 
dinarily well  supplied  with  blood-vessels,  and  sections  of 
large  coiling  arteries  are  to  be  seen  penetrating  the 
tumour  from  its  surface.  Most  of  the  vessels  seen  in 
section  show  well-marked  degeneration,  being  thickened, 
nearly  homogeneous  in  structure,  and  almost  devoid  of 
nuclei.  Numerous  areas  of  interstitial  haemorrhage  were 
also  observed. 

In   a    communication    made    to    this   Society   in    1809 
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Mr.  Alban  Doran  recorded  a  case  of  his  own  in  which  a 
fibro-myoma  of  the  broad  ligament  weighing  44  lb.  was 
successfully  removed  by  enucleation  and  subtotal  hyste- 
rectomy. He  also  collected  from  the  literature  of  the 
subject  thirty-nine  other  cases  of  broad  ligament  fibroma 
and  fibro-myoma.  In  only  two  cases  did  the  weight  of  the 
tumour  exceed  30  lb.,  so  that  the  case  now  recorded  is 
one  of  the  largest  specimens  of  its  kind. 

It  is  to  be  noted  in  Mr.  Doran's  specimen  (1)  that  the 
uterus  was  elevated  so  that  the  fundus  lay  at  about  the 
level  of  the  umbilicus  ;  (2)  the  meso-salpinx  on  each  side 
was  intact ;  (3)  the  tumour  had  no  distinct  union  with  the 
uterus  j  the  cervix  was  elongated,  being  "  several  inches  ^' 
long.  [It  would,  we  consider,  be  more  accurate  to  de- 
scribe such  a  growth  as  this  as  a  retro-peritoneal,  not  as 
an  intra-ligamentous,  tumour,  for  obviously  only  the  bases 
of  the  broad  ligaments  were  occupied  by  it,  the  tumour 
having  originated  below  and  elevated  the  uterus  in  its 
growth,  thus  elongating  the  cervix  by  its  upward  trac- 
tion.] In  our  own  case  the  anatomical  relations  are  quite 
different  from  Mr.  Doran's  case. 

Considering  the  large  size  of  the  tumour,  the  opera- 
tion presented  very  little  difficulty.  The  capsule  of  the 
tumour  was  never  opened;  it  was  simply  freed  from  its 
peritoneal  investment,  sufficient  peritoneum  being  retained 
to  allow  of  the  bed  of  the  tumour  being  closed.  There 
was  very  little  general  oozing,  the  blood-supply  of  the 
growth  being  clearly  derived  almost  exclusively  from 
the  uterine  and  ovarian  arteries.  With  the  exception  of 
the  large  veins  upon  the  front  of  the  tumour  the  vascular 
arrangements  differed  but  little  from  the  normal.  We 
attribute  the  uneventful  nature  of  the  convalescence  from 
the  operation  to  three  factors  :  (1)  the  small  amount  of 
blood  lost  in  operating ;  (2)  the  complete  arrest  of  haemor- 
rhage by  ligature ;  (3)  the  closure  of  the  bed  of  the 
tumour  by  peritoneal  suture. 

The  nature  of  the  illness  from  which  the  patient  died 
in  the  convalescent  home  nearly  six  weeks  after  the  opera- 
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tion  is  in  some  respects  obscure,  but  one  point  is  clear, 
namely  that  the  immediate  cause  of  death  was  cerebral 
haemorrhage  or  embolism.  In  the  general  features  her 
illness  is  strongly  suggestive  of  ulcerative  endocarditis, 
namely  the  rigors  and  irregular  fever,  great  prostration, 
and  the  development  of  loud  cardiac  murmurs.  Pelvic 
examination  during  the  illness  revealed  nothing  abnormal, 
and  it  is  difficult  to  connect  her  death  directly  with  the 
operation.  Possibly  the  varicose  ulcer  may  have  been 
the  source  of  infection  which  resulted  in  ulcerative  endo- 
carditis. 

Dr.  Dauber  asked  the  author  of  the  paper  why  he  considered 
it  necessary  to  employ  drainage. 

Dr.  Herbert  Spencer  remarked  that  it  was  possible  that  the 
patient  died  from  septic  embolism  as  a  result  of  the  operation. 
He  was  generally  opposed  to  drainage ;  but  for  very  large  broad 
ligament  tumours  where  drainage  was  employed  he  thought  it 
better  to  drain  for  ten  days.  He  had  known  infection  of  the 
exudation  from  these  large  raw  surfaces  to  occur  when  the 
drainage-tube  was  removed  as  early  as  forty-eight  hours  after 
the  operation. 


The  Pozzi  Medal. — Dr.  Cullingworth  exhibited  to  the 
meeting  a  medal  which  had  been  presented  to  Professor 
S.  Pozzi  {one  of  the  Honorary  Fellows  of  the  Society) 
by  a  number  of  his  friends,  colleagues,  and  old  pupils,  on 
the  occasion  of  his  having  been  President  of  the  17tli 
Surgical  Congress  held  in  Paris  in  1904,  and  of  his  pro- 
motion to  the  grade  of  Commander  of  the  Legion  of 
Honour.  The  ceremony  took  place  in  Paris  on  July  8th, 
1906,  in  the  lecture  theatre  of  the  hospital  Broca.  At  the 
same  time,  in  accordance  with  a  custom  common  in 
Germany  but  hitherto  unknown  in  France,  Professor  Pozzi 
received,  as  a  souvenir  of  his  twenty  years  of  clinical 
teaching,  a  Litre  d^or  (German  Festschrift)  containing 
twenty-four  original  contributions  by  his  pupils,  colleagues, 
and  friends. 
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The  medal,  artistically  designed  by  Mons.  Chaplain, 
bears  on  one  side  a  profile  bust  of  Professor  Pozzi,  and 
on  the  other  an  allegorical  group,  representing  surgical 
gynascology,  in  the  form  of  a  beautiful  female,  inter- 
vening to  cheat  Death  of  his  otherwise  helpless  victim. 


A  CASE  OF  TUBAL  PREGNANCY  WITH  ACUTE 
SALPINGITIS. 

By  Dr.  Thomas  Watts  Eden. 

The  patient  was  a  married  woman,  aged  28,  who  had 
previously  had  three  children,  the  youngest  of  which  was 
born  on  May  20th,  1905.  After  the  birth  of  her  last 
child  she  was  in  good  health  up  to  the  month  of  December, 
when  she  was  still  suckling  the  child,  and  there  had  been 
no  return  of  menstruation.  A  little  before  Christmas, 
1905,  she  began  to  suffer  from  severe  abdominal  pain,  and 
on  January  20th,  1906,  hsemorrhage  set  in,  which  she 
naturally  regarded  as  a  monthly  period.  After  this  had 
continued  for  fourteen  days,  she  decided  to  wean  her  baby, 
but  the  haemorrhage  and  pain  continued  unchecked.  She 
could  not  recollect  that  anything  of  the  nature  of  a  mem- 
brane had  been  passed.  On  February  22nd  a  medical 
practitioner  whom  she  had  consulted,  and  who  had  dia- 
gnosed a  displacement,  attempted  to  replace  the  uterus, 
using  an  instrument  for  the  purpose.  This  procedure 
caused  her  great  pain  and  free  bleeding  which  lasted  for 
twenty-four  hours.  On  February  24th  she  again  returned 
to  him,  and  again  an  instrument  was  used  to  replace  the 
uterus.  The  result  of  this  was  that  the  patient  became 
extremely  ill  with  acute  pain  and  faintness,  and  was 
unable  to  leave  the  examination  couch  for  several  hours. 
On  reaching  home  she  went  to  bed  and  sent  for  another 
doctor,  who  had  attended  her  at  the  confinement,  and  on 
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the  following  morning  I  saw  her  in  consultation  with  this 
gentleman. 

I  found  the  patient  a  delicate-looking,  angemic  woman, 
with  pinched  features  and  an  anxious  expression.  Her 
pulse  rate  was  110  and  her  temperature  (10  a.m.)  was 
normal;  the  previous  evening  the  temperature  had  been 
102°  F.  There  was  a  moderate  degree  of  distension  of 
the  lower  abdomen,  but  tenderness  and  rigidity  were  so 
great  that  deep  palpation  was  impracticable.  There  was 
no  dulness  on  percussion.  On  vaginal  examination  I  found 
the  cervix  distinctly  softened  and  displaced  in  an  upward 
and  forward  direction  behind  the  pubes.  In  the  posterior 
fornix  a  tense  globular  swelling  could  be  felt,  the  size  and 
relations  of  which  could  not  be  determined  owing  to  the 
great  pain  caused  by  the  examination.  The  swelling 
could,  however,  be  felt  to  extend  upwards  above  the  level 
of  the  pelvic  brim.  It  was  obviously  impossible,  at  this 
moment,  to  make  a  precise  diagnosis;  we  accordingly 
decided  to  keep  the  patient  under  observation  for  a  few 
days  to  watch  the  progress  of  the  local  conditions. 

I  saw  her  again  on  March  3rd.  In  the  interval  she 
had  been  confined  to  bed,  and  her  diet  restricted  to  fluid 
nourishment ;  occasional  doses  of  morphia  had  been  given 
on  account  of  pain,  and  the  bowels  had  been  difficult  to 
move  except  by  enemata.  I  thought  she  was  distinctly 
worse  than  on  the  first  occasion ;  the  tongue  was  dry. 
During  the  previous  night  a  severe  attack  of  vomiting  had 
occurred.  The  pulse  rate  was  100  and  the  temperature 
102°  F.  The  abdomen,  although  more  distended,  was 
softer  and  less  tender,  so  that  a  detailed  physical  examina- 
tion was  practicable.  In  the  lower  abdomen  an  extensive 
swelling  could  be  felt  on  deep  palpation ;  it  was  most 
readily  felt  immediately  above  the  right  Poupart's  ligament, 
where  its  consistence  was  very  firm;  from  this  spot  it 
could  be  less  distinctly  traced  upwards  to  the  level  of  the 
umbilicus,  and  well  across  the  middle  line  into  the  left 
iliac  region.  Over  the  firm  area  just  referred  to  the  per- 
cussion note  was  dull,  over  the  remainder  of  the  swelling 
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it  was  sub-resonant.  On  bimanual  examination  the 
position  of  the  cervix  was  found  as  already  described. 
The  pelvic  cavity  appeared  to  be  entirely  occupied  by  a 
large  swelling,  which  could  be  felt  in  the  posterior  and  in 
both  lateral  fornices,  and  which  extended  upwards  to  the 
level  of  the  umbilicus.  Its  consistence  generally  was 
doughy,  but  in  the  right  fornix  it  was  very  hard.  The 
body  of  the  uterus  was  found  lying  in  front  of  the  swelling 
and  displaced  to  the  left  side ;  it  appeared  to  be  only 
slightly  enlarged.  Upon  these  findings  a  diagnosis  was 
made  of  extra-uterine  gestation  with  pelvic  haematocele  ; 
the  patient  was  removed  to  a  nursing  home  and  the  opera- 
tion performed  on  the  following  afternoon. 

The  operation  was  in  some  respects  a  surprise.  On 
opening  the  abdomen  omentum  and  coils  of  small  intestine 
were  found  closely  adherent  to  a  large  pelvic  swelling,  the 
nature  of  which  was  only  gradually  cleared  up  as  the 
operation  proceeded.  There  was  very  little  free  blood  in 
the  peritoneal  cavity,  and  the  conditions  resembled  those 
associated  with  pelvic  suppuration  rather  than  pelvic 
haematocele.  My  diagnosis  appeared,  at  this  moment,  to 
have  been  incorrect.  The  adherent  bowel  and  omentum 
having  been  detached,  the  pelvic  swelling  was  gradually 
isolated  and  its  pedicle  found  to  consist  of  the  right  broad 
ligament,  the  tissues  of  which  were  greatly  thickened. 
The  pedicle  was  clamped,  the  tumour  then  cut  away,  and 
three  interlacing  ligatures  of  strong  silk  were  employed  to 
secure  the  pedicle.  The  adhesions  were  all  recent  and 
very  vascular ;  there  was  consequently  considerable  oozing 
from  the  bed  of  the  tumour,  but  this  was  almost  com- 
pletely arrested  by  packing  it  with  dry  gauze  pads.  The 
left  appendages  were  now  examined  and  found  to  be 
unaffected  except  for  a  few  insignificant  adhesions.  Owing 
to  the  generally  roughened  and  inflamed  condition  of  the 
pelvic  peritoneum,  it  was  thought  advisable  to  drain,  and 
accordingly  a  large  rubber  tube,  containing  a  wick  of 
sterile  gauze,  was  introduced  through  the  lower  angle  of 
the  abdominal  wound.     The   patient's    condition    at  the 
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close  of  the  operation  gave  us  some  anxiety,  or  I  should 
have  opened  the  posterior  fornix  and  drained  into  the 
vagina;  but  a  few  minutes  were  saved  by  adopting  the 
abdominal  route. 

She  made  an  uninterrupted  recovery  from  the  operation  ; 
the  temperature  never  reached  100*^  F.  ;  there  was  no 
sickness ;  the  tube  was  removed  in  forty-eight  hours,  and 
bowels  moved  naturally  on  the  second  day.  In  a  little 
over  three  weeks  she  was  able  to  leave  the  nursing  home. 

Description  of  the  parts  removed. — On  the  first  inspec- 
tion the  parts  removed  appeared  to  consist  of  the  acutely 
inflamed  and  dilated  Fallopian  tube  with  its  companion 
ovary.  The  specimen  w^as  hardened  in  Kaiserling  solution 
and  then  cut  open  by  a  longitudinal  incision.  The  lumen 
of  the  tube  was  tortuous,  and  the  incision  had  divided  it 
in  three  places.  The  outer  (ampullary)  end  was  dilated 
and  its  wall  not  much  thicker  than  that  of  the  normal 
tube ;  this  part  contained  a  quantity  of  fluid  blood  and 
an  oval  piece  of  solid  clot  about  the  size  of  a  pigeon^s 
eg^y  which  was  preserved  for  microscopic  examination.  In 
the  remainder  of  its  extent  the  tube  showed  well-marked 
thickening  of  its  walls,  the  average  thickness  being  three 
quarters  of  an  inch ;  the  lumen  was  not  dilated,  but  con- 
tained dark  clotted  blood.  The  outer  surface  of  the  tube 
was  covered  with  tags  of  torn  adhesions,  and  the  ovary 
was  found  upon  the  posterior  surface  close  to  the  uterine 
end ;  it  was  flattened  and  imbedded  in  adhesions  but  not 
much  enlarged. 

On  microscopic  examination  of  the  clot  from  the  dilated 
ampullary  end,  chorionic  villi  were  found,  proving  the  clot 
to  be  a  tubal  mole  and  the  case  one  of  tubal  pregnancy. 
Sections  of  the  thickened  wall  of  the  tube  showed  very 
well  marked  oedema  and  round-celled  infiltration.  The 
tube  was  clearly  affected  by  an  acute  inflammatory  process 
(acute  interstitial  salpingitis).  The  greater  part  of  the 
mucous  membrane  had  been  shed,  and  was  replaced  by 
an  irregular  layer  of  granulation-tissue.  There  was  no 
sign  of  either  tubal  rupture  or  abortion. 


276  TUBAL  PREGNANCY  WITH  ACUTE  SALPINGITIS. 

Remarks. — It  is  rare  to  find  a  gravid  Fallopian  tub© 
showing  such  extensive  inflammatory  changes  as  have 
been  here  described.  The  view  that  tubal  pregnancy 
might  be  occasioned  by  preceding  desquamative  endo- 
salpingitisj  which  at  one  time  received  support  from 
several  distinguished  authorities,  has  been  now  gene- 
rally abandoned,  as  evidence  has  been  accumulating  that 
in  the  great  majority  of  cases  no  anatomical  signs  of 
inflammatory  process  can  be  found  in  a  gravid  tube. 
But  it  is  obvious  that  a  tube  in  which  pregnancy  has 
occurred  may  subsequently  become  exposed  to  the 
ordinary  sources  of  tubal  infection,  with  the  result  that 
tubal  gestation  and  salpingitis  will  be  found  in  company. 
There  can  be  little  doubt  that  this  was  the  sequence  of 
events  in  the  present  case.  The  patient  was  a  fertile 
woman  who  had  borne  a  child  nine  months  previously 
and  had  been  in  perfectly  good  health  up  to  the  time 
of  the  occurrence  of  the  tubal  pregnancy.  There  is,  there- 
fore, nothing  whatever  to  suggest  the  antecedent  existence 
of  salpingitis. 

It  is  very  difficult  to  believe  that  an  ovum  can  become 
implanted  upon  an  acutely  inflamed  tubal  mucous  mem- 
brane ;  yet  this  view  has  been  held  by  a  number  of  German 
observers,  who  have  gone  so  far  as  to  maintain  that 
gestation  may  occur  in  a  suppurating  Fallopian  tube.  An 
examination  of  the  cases  upon  which  this  statement  is 
based  shows  that  very  little  care  has  been  taken  to  exclude 
the  possibility  of  infection  having  been  subsequent  to 
impregnation ;  from  the  association  of  gestation  and 
suppuration  it  has  been  too  readily  assumed  that  the 
latter  preceded  the  former.  Thus  a  case  is  recorded  in 
support  of  this  view  by  Prochownik  in  which  tubal 
pregnancy  and  gonorrhoeal  infection  occurred  after  a  first 
coitus ;  after  operation  the  mucous  membrane  of  the 
gravid  tube  was  found  to  be  suppurating,  the  pus  con- 
taining gonococci.  It  is  perfectly  clear  that  in  this  case 
the  gonorrhoeal  infection  could  not  possibly  have  been 
present  in  the  tube  at  the  time  the  ovum  became  implanted 
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in  it,  unless,  indeed,  gonorrhoeal  infection  can  ascend  the 
genital  canal  more  rapidly  than  spermatozoa.  It  is  much 
more  likely  that  the  infection  reached  the  tube  at  a  later 
date,  and  in  the  usual  manner,  by  progressive  spread  along 
the  mucous  membranes. 

In  the  present  case  no  pus  was  found  in  the  tube  and 
the  source  of  the  infection  cannot  be  definitely  deter- 
mined, but  infection  from  the  uterus  set  up  by  the 
manipulation  which  was  practised  in  the  attempt  to  re- 
place the  uterus  would  appear  to  be  the  most  probable 
explanation. 

The  chief  lesson  of  the  case  is  to  emphasise  the  import- 
ance, in  any  doubtful  case,  of  giving  the  most  careful 
consideration  to  the  differential  diagnosis  of  retroversion 
of  the  gravid  uterus  and  pelvic  heematocele. 


VOLVULUS    IN   A   FCETUS. 
Shown  by  Dr.   Deummond   Maxwell. 

A  case  of  ante-natal  volvulus  involving  the  terminal 
portion  of  the  ileum  ;  gangrene  and  perforation  of  the 
intestines  ;  abdominal  distension,  leading  to  arrest  of  labour 
during  the  second  stage. 

The  specimen  was  removed  from  the  body  of  a  stillborn 
foetus  brought  to  the  Curator's  room  at  London  Hospital 
by  Mr.  Telford  Gibbons,  and  I  am  indebted  to  Mr.  Keith 
for  the  opportunity  of  reporting  on  it. 

The  maternal  condition. — The  mother,  aged  35,  is  twice 
married.  The  pregnancy  which  this  specimen  relates  to 
is  her  second  after  an  interval  of  ten  years.  The  first 
child  is  alive  and  healthy.  The  health  of  the  mother, 
both  before  and  during  the  last  pregnancy,  appears  to 
have  been  normal.      The    puerperium   has  been  pyrexial 
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owing  to  injuries  to  the  perineum  incurred  during  the  pro- 
cess of  extraction  of  the  child,  but  the  mother  is  now  again 
in  perfect  health. 

Intra-uterine  life  of  the  child. — Information  obtained  on 
this  point  from  the  mother  and  medical  attendant  is  indirect. 
The  mother  states  that  she  distinctly  felt  foetal  movements 
ten  days  before  labour  ensued.  The  fcetal  heart  was  not 
listened  for.  Mr.  Gibbons  states  that  when  the  child^s 
head  was  born  the  face  was  at  first  pallid,  but  subsequently 
became  cyanosed.  These  statements,  taken  in  conjunction 
with  the  fluid  state  of  the  blood  in  the  umbilical  vein 
discovered  eighteen  hours  after  birth,  make  it  practically 
certain  that  the  foetus  was  alive  up  to  the  point  of  delay 
of  labour  in  the  second  stage. 

History  of  labour. — Labour  ensued  on  September  15th, 
1906.  The  earlier  stages  progressed  rapidly ;  three  hours 
later  Mr.  Gibbons  was  sent  for,  and  after  the  first  stage 
of  labour  had  been  completed  for  two  hours,  delivery  was 
essayed  with  forceps.  After  considerable  traction  the 
head  was  delivered,  and  the  face,  at  first  pallid,  rapidly 
became  cyanosed.  Delay  at  this  stage  was  attributed  to 
impaction  of  the  shoulders,  and  with  great  difficulty  they 
were  eventually  freed.  This  stage  of  delivery  occupied  at 
least  twenty  minutes.  Traction  on  the  axillae  failed  to 
advance  the  trunk,  though  it  was  maintained  for  several 
hours.  It  was  about  to  be  abandoned  for  evisceration 
when  a  final  effort  at  traction  proved  successful,  thus 
fortunately  preserving  an  interesting  specimen.  There 
was  a  laceration  of  the  maternal  perineum  up  to  the 
rectum,  which  was  sutured  and  has  healed  soundly  during 
the  puerperium. 

Autopsy. — September  16th,  1906,  eighteen  hours  post 
partum. 

External  examination. — The  foetus  is  an  exceptionally 
well  developed  male  of  full  time.  Its  weight  is  lOi  lb. 
Both  testicles  are  descended  into  the  scrotum.  No  external 
deformities  are  noticed,  with  the  exception  of  the  abdominal 
distension,  which,  if  the  large  size  of  the  foetus  be  con- 
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sidered,  is  not  excessive.  There  are  no  signs  of  'post- 
mortem decomposition  noticed. 

Internal  examination  of  foetus. — On  opening  the  abdomen 
a  dark-red,  grumous  fluid  escaped,  accompanied  with  air ; 
the  fluid  was  approximately  25  oz.  in  amount,  and  con- 
sisted apparently  of  ascitic  fluid  stained  with  meconium 
and  blood. 

The  intestines  were  carefully  detached  from  their 
mesentery  from  the  stomach  downwards.  At  a  point 
5  ft.  6  in.  from  the  pylorus  a  large  mass  of  puckered, 
adherent,  and  distended  gut  was  arrived  at.  The  involved 
coils  of  gut,  with  their  proximal  and  distal  portions,  were 
removed  and  examined  under  water.  On  lightly  separat- 
ing the  coils  which  were  glued  together  by  purulent  lymph, 
it  was  apparent  that  a  volvulus  had  taken  place  in  the 
terminal  portion  of  the  ileum,  and  several  perforations  of 
the  intestine  were  recognised.  The  affected  portion  of  the 
ileum  is  its  terminal  2  ft.,  with  the  exception  of  the  last 
four  inches.  The  involved  gut  measures  in  the  specimen 
24  in.,  but  allowance  must  be  made  for  its  dilatation.  A 
careful  search  was  made  for  MeckeFs  diverticulum,  but 
did  not  discover  its  existence.  The  importance  of  search- 
ing for  this  rudimentary  portion  of  the  ileum  being  due  to 
the  fact  that  in  a  considerable  number  of  the  neo-natal 
cases  of  volvulus  recorded  this  structure  seems  to  have 
played  an  important  part  in  their  etiology,  its  influence 
in  the  present  case  may  therefore  be  dismissed. 

A  very  marked  contrast  is  observed  at  once  between 
the  entering  and  exit  portions  of  the  ileum  involved. 
The  former  is  dilated,  and  its  contents,  of  a  dark  green 
hue,  consist  of  meconium.  The  latter  is  blanched, 
empty,  and  contracted,  and  shows  no  signs  on  opening 
its  interior  that  meconium  has  ever  passed  along  the 
lumen.  This  point  is  of  great  interest  as  it  serves  to 
fix  approximately  the  date  at  which  the  volvulus  first 
formed.  "  Meconium  reaches  the  ileo-colic  junction  in 
the  fourth  month,  the  rectum  in  the  fifth."  (1) 

The   volvulus    has,    therefore,  existed    anterior  to   the 
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fourtli  month.  No  other  abnormalities  of  viscera,  thoracic 
or  abdominal,  were  discovered. 

Description  of  the  mounted  specimen. — The  dilated 
proximal  coil  of  ileum  (distended  with  meconium)  is 
seen  passing  under  the  distal  contracted  ileum  at  its 
junction  with  the  caecum.  At  a  point  1^  in.  vertically 
below  this  crossing  the  mesenteries  of  both  entering  and 
exit  loops  of  ileum  are  tightly  stretched  and  twisted 
round  each  other.  At  this  spot  during  examination  under 
water  the  volvulus  could  be  unravelled,  and  the  coil  was 
seen  to  have  made  one  complete  turn  round  its  mesenteric 
axis.  The  whole  of  the  included  gut  below  the  neck  of 
the  volvulus  is  gangrenous,  and  at  least  three  large  linear 
perforations  can  be  seen. 

etiology  of  the  volvulus. — The  formation  of  this  variety 
of  volvulus  is  easily  explained  when  the  rotation  of  the 
intestine  about  its  superior  mesenteric  arterial  axis  and 
subsequent  fixation  of  mesentery  are  recollected,  Avithout 
invoking,  as  in  many  of  the  recorded  cases,  the  indefinite 
explanation  of  "foetal  peritonitis. ''^ 

"  This  rotation  of  intestine  about  the  superior  mesen- 
teric axis  takes  place  during  the  second  month  of  foetal 
life,  another  subsequent  adhesion  of  the  mesentery  to  the 
posterior  abdominal  wall  is  completed  during  the  fourth 
and  fifth  months.^^ 

"  The  last  part  of  the  mesentery  to  become  adherent  to 
the  posterior  abdominal  wall  is  that  of  the  angle  between 
the  ileum  and  ascending  colon ;  not  infrequently  this  part 
remains  free  and  it  is  then  possible  for  a  volvulus  to  form 
by  rotation  by  the  ileo- colic  loop /^  (2) 

In  the  specimen  shown  the  terminal  loop  alone  of  the 
ileum  has  retained  its  free  mesentery  and  become  twisted 
subsequently.  According  to  this  explanation,  then,  the 
date  of  origin  of  the  volvulus  lies  between  the  second  and 
fourth  months  of  foetal  life.  Acute  obstruction  has  pro- 
bably existed  only  in  the  last  weeks  of  pregnancy. 

Remarks  on  condition. — The  case  shows  clearly  how 
passive  is  the  role  played  by  the  foetal  intestine,    since 
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obstruction  to  the  passage  of  meconium  had  had  no 
apparent  effect  on  the  development  of  the  foetus.  The 
mild  grade  of  an  ante-natal  peritonitis  is  illustrated  by 
the  prolonged  intra-uterine  vitality  of  the  foetus  probably 
up  to  the  moment  of  delay  in  the  second  stage  of  labour. 
Unfortunately,  the  opportunity  of  investigating  the  bac- 
teriology of  this  peritonitis  did  not  present  itself.  It 
must  remain  open  to  doubt  precisely  how  much  of 
the  obstruction  to  labour  was  due  to  the  excessive 
development  of  the  foetus  (10|-  lb.)  and  how  much  to  the 
abdominal  dimension. 

Literature. — A  considerable  amount  of  literature  has 
accumulated  on  this  subject,  but  the  distinction  between 
ante-  and  post-natal  volvulus  is  not  always  clearly  shown. 
The  majority  of  the  recorded  cases  show  the  influence  of 
Meckel's  diverticulum  in  producing  the  condition.  Car- 
wardine  (3)  reports  an  interesting  case,  fully  investigated, 
produced  by  a  volvulus  of  the  diverticulum.  Macallum  (4) 
records  a  similar  case. 

Gessner  (5)  describes  a  case  associated  with  "  situs 
inversus  viscermn."  Resinelli  (6)  reports  a  case  associ- 
ated with  perforation  of  the  gut.  His  article  is  followed 
by  an  exhaustive  account  of  the  literature  on  the  subject, 
dating  from  the  researches  of  Sir  James  Simpson  on 
"  Foetal  Peritonitis  "  up  to  modern  times.  The  writer  has 
only  been  able  to  discover  one  case  where  the  causation  is 
attributed  to  defects  of  mesenteric  attachment.  Clement  (7) 
recorded  a  case  last  year  in  Paris  with  this  etiology. 
As  regards  duration  of  life  {'post  partitm)  vnth.  volvulus  of 
intestine,  Wallich  (8)  reports  two  cases  one  of  which  lived 
eight  days,  the  other  fourteen  hours,  though  whether 
ante-natal  or  post-natal  cases  is  not  definitely  stated. 

The  above  research  into  the  literature  does  not  claim 
to  be  complete.  Many  cases  would  probably  be  dis- 
covered in  the  records  of  "  Foetal  Peritonitis." 

Three  diagrams  are  appended  :  a,  taken  from  Keith's 
*  Embryology  '  illustrates  the  relations  of  the  foetal  intestine 
at  the  second  month  after  revolution  round  the  axis  of 
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the    superior  mesenteric    artery ;    b  and  c  illustrate   the 

special  mesenteric  condition  that  gave  rise  to  the  volvulus. 

I  am  indebted  to  Mr.  P.  H.  Bahr,  Clinical  Clerk  to  Dr. 

Eussell  Andrews,  for  a  water-colour  sketch  of  the  specimen. 
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Dr.  Nepean  Longkidge  asked  if  there  were  any  evidence  of 
the  time  of  the  infant's  death,  and  whether  death  was  due  to  the 
condition  of  the  intestines  or  to  difficulty  in  dehvery. 

Dr.  Gow  doubted  from  what  was  stated  by  Dr.  Maxwell 
whether  the  distension  of  the  abdomen  led  in  this  case  to  the 
difficulty  which  was  experienced  in  dehvering  the  woman.  He 
thought  the  large  size  of  the  child  may  have  been  the  main 
cause  of  the  obstructed  labour.  He  alluded  to  a  case  of  obstruc- 
tion from  distension  of  the  foetal  abdomen  in  which  attempts  at 
delivery  had  resulted  in  the  child's  head  being  pulled  away  and 
then  after  version  the  legs  were  likewise  pulled  away  from  the 
trunk  without  completing  the  delivery.  The  patient  in  this 
condition  was  removed  to  Queen  Charlotte's  Hospital,  and  when 
the  nature  of  the  obstruction  was  recognised  the  trunk  was 
easily  extracted  after  the  abdomen  had  been  punctured. 


SUPPOSP]D    ENDOTHELIOMA    OF    THE     CERVIX. 

Shown  by  Dr.  Russell  Andrews. 

Dr.  Russell  Andrews  showed  a  supposed  endothelioma 
of  the  cervix  with  microscopical  sections.  The  sections 
were  referred  to  the  Pathology  Committee. 
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Dr.  T.  Gr.  Stevens  said  that  it  was  impossible  for  Fellows  to 
come  to  a  conclusion  about  a  difficult  histological  specimen  in  the 
short  time  open  to  them  at  the  meetings  of  the  Society.  At  first 
sight  the  specimen  with  its  peculiar  staining  reaction  appeared 
to  be  an  ordinary  squamous  epithelioma,  but  as  the  growth  was 
not  quite  typical  it  might  possibly  be  of  endothelial  origin.  Dr. 
Stevens  suggested  that  further  examination  was  required,  and 
suggested  that  it  should  be  referred  to  the  Pathology  Committee 
(seep.  302). 


A  CASE  OF  COMPLETE  PROLAPSE  OF  AN 
INVERTED  UTERUS. 

By  Dr.  Henry  Russell  Andrews. 

The  patient  was  a  widow,  aged  46,  who  had  had  one 
child  many  years  ago.  The  menopause  occurred  twelve 
months  ago.  Seven  months  before  admission  she  felt  her 
uterus  come  down  suddenly,  part  of  it  appearing  outside 
the  vulva,  when  she  was  lifting  a  heavy  weight.  There 
was  a  good  deal  of  watery  discharge  at  first,  but  after 
about  a  month  this  became  only  slight.  On  account  of 
increasing  tenderness  and  pain  she  went  first  into  an 
infirmary,  and  after  spending  three  months  in  bed  there 
came  to  the  London  Hospital. 

She  was  anaemic  and  wasted  and  looked  older  than  her 
age.  The  presence  of  the  tender  swelling  between  her  legs 
prevented  her  from  walking.  She  attributed  the  wasting 
to  rheumatic  gout. 

On  examination  a  firm  red  mass,  the  size  of  a  goose's 
egg,  was  found  hanging  from  the  vulva,  attached  to  the 
inverted  vaginal  walls.  The  mass  was  tender  but  did  not 
bleed  readily.  The  vaginal  walls,  which  were  very  short, 
were  thickened  and  puckered,  and  much  indurated  and 
papillomatous  at  their  attachment  to  the  tumour.  On 
passing  a  finger  into  the  rectum  about  5ij  of  pus  escaped 
from  some  cavity  at   the  base  of  the  tumour  posteriorly. 
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A  small  swelling  could  be  felt  in  the  pelvic  cavity,  but 
could  not  be  palpated  with  any  thoroughness  on  account 
of  the  patient^s  tenderness.  It  was  impossible  to  pass  a 
probe  into  the  cavity  from  which  the  pus  had  escaped,  no 
opening  being  found. 

The  mass  was  thought  to  be  an  inverted  uterus,  but 
one  could  not  be  absolutely  certain  without  an  anaesthetic. 

The  patient  was  anaesthetised  the  next  day,  and  the 
diagnosis  was  confirmed.  The  small  body  that  had  been 
felt  per  rectum  was  found  to  be  the  left  ovary.  Vaginal 
hysterectomy  followed  by  posterior  corporrhaphy  was 
thought  to  be  the  best  treatment^  and  this  was  carried 
out.  Part  of  the  vagina  was  removed  with  the  uterus. 
The  patient  made  a  good  recovery.  There  was  nothing 
in  her  history  to  account  for  the  inversion  of  the  uterus. 

Complete  prolapse  of  the  uterus  and  vagina  with  chronic 
inversion  seems  to  be  rare.  Probably  patients,  as  a  rule, 
seek  advice  before  the  fundus  has  had  time  to  descend 
outside  the  vulva.  It  would  seem  that  in  the  case  of  my 
patient  the  inversion  was  of  old  standing,  and  that  the 
prolapse  was  caused  by  the  exertion  of  lifting  the  heavy 
weight. 
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PRIMARY    TUBERCULOUS    DISEASE    OF    THE 
CERYIX    UTERI. 

By  Ekic  E.  Young,  M.S.,  M.B.  (London), 

RESIDENT   SUHaiCAL    OFFICER,    NORTH    STAFFS    INFIRMARY 

(Introduced  by  Dr.  Champneys). 
{Absti'act.) 

The  rare  occurrence  of  this  disease  affords  the  justification 
for  submitting  the  following  notes  : 

I.  History  of  the  patient. — Married ;  age  26 ;  husband  alive, 
and  found,  on  examination,  to  be  healthy;  three  pregnancies, 
all  the  three  children  healthy,  the  last  born  two  and  a  half  years 
ago.  Always  healthy.  Catamenia  regular  up  to  six  months 
ago,  since  then  periods  of  longer  duration.  Five  weeks,  thick 
yellow  inoffensive  discharge  from  vagina,  and  constant  aching 
pain  in  lower  abdomen  and  sacral  region.  Never  any  bleeding 
from  the  vagina.     No  family  history  of  tuberculosis. 

II.  Condition  of  fatient  on  admission. — Thin ;  nervous  and 
excitable.  Lungs  examined  on  several  occasions,  and  invariably 
found  normal.  No  tubercle  bacilli  demonstrated  in  sputum. 
Slight  tenderness  on  deep  palpation  experienced  in  the  hypo- 
gastric and  left  iliac  regions.  No  enlargement  of  the  ioguinal 
lymphatic  glands.  The  cervix  indurated  and  greatly  enlarged, 
its  surface  uneven  and  ulcerated  in  places,  and  in  j)laces  nodular 
and  papillary;  not  friable  on  examination.  Uterus  freely 
movable. 

III.  Treatment. — The  suspicious  nature  of  the  disease  sug- 
gested vaginal  hysterectomy,  which  was  performed. 

lY.  Present  condition  of  the  patient. — Examined  six  months 
subsequent  to  the  operation,  and  found  to  be  cjuite  healthy.  No 
recurrence  of  the  disease  had  taken  place. 

Y.  Appearance  of  the  uterus  after  removal. — This  is  furnished 
in  two  photographs,  and  contained  in  the  paper  are  a  report  by 
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the  Clinical  Eesearcli  Association,  and  one  bj  Dr.  Williamson, 
the  former  stating  that  the  lesion  may  be  of  tuberculous  origin, 
and  the  latter  expressing  no  hesitation  in  affirming  the  case  to 
be  one  of  tuberculosis  of  the  cervix. 

VI.  The  literature  upon  the  subject  and  the  discussion  on  the 
case. — The  author  then  furnishes  the  results  of  his  inquiries 
into  the  literature  upon  the  disease,  and  sums  up  the  conclusions 
to  be  deduced  therefrom.  In  the  light  of  the  history  of  reported 
cases  and  of  the  examination  and  treatment  of  the  present 
patient,  he  then  discusses  the  nature  of  the  case  now  presented, 
and  the  difficulties  attending  a  differential  diagnosis. 

VII.  The  rarity  of  the  disease,  its  aetiology,  pathology, 
symptoms,  and  treatment  are  briefly  discussed. 


The  rarity  of  occurrence  of  a  primary  deposit  of 
tubercle  in  the  cervix  uteri  renders  needless  any  apology 
for  the  publication  of  the  following  case. 

With  a  view  to  reasonable  completeness  of  statement, 
I  have,  as  far  as  possible,  examined  the  notes  of  similar 
published  instances,  and  various  papers  also  which  from 
time  to  time  have  appeared  upon  the  subject. 

I  first  describe  briefly  the  history  and  condition  of  the 
patient  on  admission  on  February  17th,  1905,  to  the  North 
Staffordshire  Infirmary  under  the  care  of  Dr.  Wheelton 
Hind,  to  whom  I  am  deeply  indebted  for  generous  help 
and  for  permission  to  use  the  notes. 

L.  S — ,  aged  26,  complained  of  a  discharge  from  the 
vagina  and  pain  in  the  abdomen  and  back. 

History. — For  the  last  five  weeks  the  patient  had 
noticed  a  thick,  yellow,  inoffensive  discharge  from  the 
vagina,  and  a  constant  aching  pain  in  the  lower  abdo- 
men and  sacral  region.  There  had  never  been  any 
bleeding  from  the  vagina. 

Past  history. — The  patient  had  never  suffered  from  any 
serious  illness,  and  she  was  quite  well  up  to  six  months 
previous  to  admission  to  the  hospital. 

Family  history. — No  history  of  tuberculosis  could  be 
obtained. 
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Civil  state. — Married.  Husband  alive  and  well.  Preg- 
nancies three;  children  three — the  last  born  two  years  and 
five  months  ago. 

Gatamenia. — Menstruation  was  quite  regular  up  to  six 
months  ago,  but  since  that  date  the  period  had  lasted 
for  six  to  eight  days,  instead  of  four  to  five  days  as 
formerly. 

Present  condition. — The  patient,  though  thin,  is  a 
healthy-looking  woman  of  a  somewhat  nervous  and 
excitable  nature.  The  temperature  on  admission  was 
99-4°  F.,  but  it  fell  to  normal  the  next  day  and  has 
remained  so  until  the  operation.  She  states  that  she 
has  not  lost  flesh. 

Thorax. — The  lungs  were  examined  very  carefully  on 
several  occasions,  but  nothing  abnormal  was  at  any  time 
discovered. 

Abdomen. — Slight  tenderness  on  deep  palpation  is  com- 
plained of  in  the  hypogastric  and  left  iliac  regions,  but  no 
unusual  condition  can  be  traced.  The  inguinal  lymphatic 
glands  are  not  enlarged. 

Pelvis. — Per  vaginam :  The  cervix  is  hypertrophied, 
and  forms  a  mushroom-shaped  tumour  ;  it  is  indurated. 
Its  surface  is  hard  and  uneven  and  in  places  ulcerated — 
the  ulcers  being  of  varying  size  and  most  marked  in  the 
region  of  the  external  os — and  in  places  nodular  and 
papillary.  The  cervix  is  not  friable,  and  does  not  bleed 
on  examination.  The  vaginal  walls  are  healthy.  Per 
speculum  :  There  is  a  quantity  of  thick,  purulent  matter 
in  the  upper  part  of  the  vagina.  After  the  removal  of 
this  discharge,  the  cervix  is  seen  to  be  deeply  excavated 
in  the  region  of  the  external  os. 

Bimanually. — The  body  of  the  uterus  seems  to  be 
enlarged.  The  uterus  is  anteverted  and  freely  movable. 
The  remainder  of  the  pelvic  contents  appear  to  be  healthy. 
Examination  does  not  cause  any  pain. 

The  sound  passes  for  3|  in.,  with  its  concavity  for- 
wards. 

The    case    was    thought    at    first  to    be    one    of    car- 
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cinema,  but  on  considering  the  patient's  age,  history, 
and  the  absence  of  haemorrhage,  the  existence  of 
chronic  inflammatory  disease  and  tuberculosis  was  also 
discussed. 

So  suspicious,  however,  did  the  nature  of  the  disease 
appear,  that  vaginal  hysterectomy  was  performed  on 
March  4th,  the  growth  being  removed  completely  with 
little  difficulty.  Convalescence  was  uneventful,  and  the 
patient  was  discharged  from  the  hospital  on  April  1st. 
She  has  remained  well  since,  and  in  October,  1905 — six 
months  after  the  operation — I  again  examined  the  patient, 
and  found  her  quite  well,  with  no  sign  of  recurrence  of 
the  disease  in  the  pelvis  or  elsewhere. 

The  following  Report  upon  a  portion  of  the  diseased 
tissue  removed  for  microscopical  examination  was  received 
from  the  Clinical  Research  Association  : 

''  Specimen  much  spoilt  by  over-hardening.  In  the 
centre  the  specimen  consists  of  inflammatory  tissue,  while 
here  and  there  a  giant  cell  can  be  seen.  Though  there 
are  no  miliary  tubercles,  yet  the  lesion  may  be  of  tubercular 
origin." 

The  uterus  was  then  sent  to  St.  Bartholomew's  Hospital, 
and  Dr.  Herbert  Williamson  has  very  kindly  furnished 
me  with  the  appended  Reports : 

Report  No.  1  :    Description  of  the  Specimen, 

''  The  specimen  consists  of  a  uterus  removed  by  the 
operation  of  vaginal  hysterectomy. 

"  The  organ  is  hypertrophied,  resembling  in  size  a 
uterus  in  the  fourth  or  fifth  week  of  gestation ;  both  body 
and  cervix  are  enlarged,  the  cervix  relatively  more  than 
the  body.  The  peritoneal  investment  is  shaggy,  as  from 
the  presence  of  many  adhesions. 

"The  cervix  is  thick  and  elongated.  The  portio 
vaginalis  forms  a  mushroom-shaped  tumour,  which  pro- 
jects below  the  level  of  the  vaginal  fornices.  The  surface, 
hard  and  nodular,  presents  areas  of  ulceration ;   the  loss 
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of  substance  is  greatest  around  the  os  externum,  where 
deep,  crater-like  excavations  are  seen.  The  tissues  around 
these  excavations  are  friable  and  necrotic  ;  they  can  easily 
be  scraped  away  with  a  blunt  instrument,  and  the  deeper 
parts  are  then  seen  to  be  composed  of  firm,  fibrous-looking 
material. 

"  On  mesial  sagittal  section  the  fibro-muscular  wall  of 
the  body  is  hypertrophied,  the  mucous  membrane  is  thick, 
but  shows  no  macroscopic  evidences  of  disease. 

"  In  the  cervix  the  area  of  ulceration  extends  nearly  to 
the  level  of  the  os  internum.  In  the  upper  part  of  the 
cervical  canal  the  mucosa  is  greatly  thickened."^ 

Report  No.  2  :  Microscopical  Appearances. 

*^  The  tissue  examined  was  a  portion  of  the  cervix,  cut 
so  as  to  include  the  area  of  ulceration  and  the  deeper  fibro- 
muscular  wall. 

"  The  mucous  membrane  covering  the  vaginal  aspect  of 
the  cervix  has  entirely  disappeared  by  a  process  of  ulcera- 
tion. The  superficial  portion  of  the  fibro-muscular  stroma 
is  densely  infiltrated  with  products  of  inflammation.  Many 
typical  tubercles  are  present ;  in  the  centre  of  these  are 
large  giant  cells,  some  of  which  possess  as  many  as  fifteen  or 
twenty  nuclei,  arranged  round  the  periphery.  The  giant 
cells  are  surrounded  by  many  layers  of  epithelial  cells,  and 
these,  in  their  turn,  by  dense  collections  of  small  round 
cells. 

"Towards  the  centre  of  many  of  the  tubercles  the 
tissues  are  degenerate,  and  the  cells  have  lost  their 
characteristic  staining  reactions,  whilst  in  some  parts  of 
the  section  areas  undergoing  caseation  are  visible. 

"  The  blood-vessels  are  few  and  small. 

''  The  mucous  membrane  lining  the  cervical  canal  can 
still  be  recognised  clearly;  the  tall  columnar  epithelium 
by  which  its  surface  is  covered  is  well  preserved,  and  in 
many  places  shows  an  unusual  proliferation.  The  glands 
are  numerous  and  sometimes  lined  by  two  or  three  layers 
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of  epithelium,  the  superficial  layer  columnar,  the  deeper 
rounded  or  polygonal.  Scattered  tubercles  and  giant  cells 
are  seen  in  this  structure  also.  An  attempt  has  been  made 
to  demonstrate  the  presence  of  the  tubercle  bacillus  in  the 
tissues.  This,  however,  has  proved  unsuccessful,  possibly 
because  the  uterus  had  been  immersed  in  formalin  before 
the  examination. 

"  From  the  characters  and  distribution  of  the  giant 
cells,  from  the  presence  of  the  numerous  typical  tubercles 
bounded  by  well-marked  fibrous  tissue  bands,  and  from 
the  areas  of  caseation,  I  have  no  hesitation  whatever  in 
pronouncing  the  specimen  to  be  one  of  tuberculosis  of  the 
cervix  uteri .^' 

Before  I  enter  into  a  discussion  of  the  case,  I  desire  to 
record  my  grateful  acknowledgments  to  Dr.  Champneys, 
Mr.  Spanton  and  Dr.  Williamson  for  valued  advice  and 
aid  in  my  investigation. 

Tuberculosis  of  the  cervix  uteri  is  extremely  rare ; 
indeed,  Rokitansky  (1)  even  denied  its  existence  in 
1861.  Its  rarity  is  shown  by  the  fact  that  in  twenty-seven 
necropsies  performed  by  Doran  on  tuberculous  women 
only  one  case  of  cervical  tuberculosis  was  discovered.  It 
is  seldom  associated  with  tuberculosis  of  the  fundus  uteri ; 
thus  Spaeth  found  the  cervix  affected  in  six  instances  only 
out  of  119  cases  of  uterine  tuberculosis.  The  first  un- 
doubted instance,  which  proved  to  be  secondary  to  disease 
of  the  urinary  tract,  seems  to  have  been  described 
by  Yirchow  (2).  Finally,  its  existence  as  a  primary 
disease  without  evidence  of  tuberculosis  elsewhere  is  still 
rarer. 

In  Emanuers  case  of  a  woman  aged  50  the  lungs  were 
healthy,  while  Whitridge  Williams  (3),  in  a  very  instructive 
paper,  reports  two  cases  of  this  disease,  in  one  of  which 
the  autopsy  disclosed  pulmonary  tuberculosis  with  caseous 
mesenteric  glands.  The  pelvic  organs  hero  were  not 
affected,  with  the  exception  of  the  lower  third  of  the 
cervix  and  the  upper  part  of  the  anterior  vaginal  wall, 
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where  there  existed  a  large,  ulcerated  surface  with  slightly- 
elevated  margin,  the  base  of  which  was  studded  with 
greyish  granulations  containing  typical  giant  cells  and 
tubercle  bacilli.  The  uterine  body,  adnexa  and  bladder 
were  found,  on  careful  microscopical  examination,  to  be 
unaffected.  In  the  second  case,  also,  there  were  evidences 
of  incipient  pulmonary  trouble.  In  reviewing  the  literature 
upon  the  subject,  Williams  urged  that  tuberculosis  of  the 
cervix,  whether  primary  or  secondary,  tends,  in  conformity 
with  some  unascertained  law,  to  restrict  itself  to  that 
structure. 

Yitrac  details  the  case  of  a  woman  with  tuberculosis  of 
the  cervix,  in  whom  he  found  consolidation  of  the  left  lung 
at  the  apex.  In  Frank's  case  an  undoubted  past  history 
of  tuberculosis  existed  since  she  had  had  a  metacarpal 
bone  and  phalanx  excised  for  the  disease,  yet  the  lesion 
of  the  cervix  was  mistaken  for  carcinoma. 

Zweigbaum  (4),  of  Warsaw,  mentions  a  case  in  which 
the  vaginal  portion  of  the  cervix  was  alone  affected,  and 
the  patient  was  apparently  cured  by  the  use  of  the  cautery. 
She  died  later,  however,  of  general  tuberculosis,  and  tuber- 
cular ulceration  in  the  vagina  had  recurred.  It  would 
seem,  therefore,  that  in  this  instance  the  cervix  was  not 
the  only  part  of  the  body  involved  when  the  case  first 
came  under  observation. 

Vassner  (5),  of  Gottingen,  reports  that  six  instances  of 
uterine  tuberculosis  occurred  in  the  Gottingen  Frauenklinik 
within  ten  months,  and  in  only  one  did  the  tuberculosis 
affect  the  uterus  alone.  As  regards  their  pathological 
anatomy,  the  following  forms  of  the  disease  were  recog- 
nised :  tumour  formation,  shallow  ulcers,  miliary  tubercles 
and  bacillary  catarrh. 

Murphy  (6),  in  his  exhaustive  and  interesting  ad- 
dress before  the  Chicago  Surgical  Society  on  October 
18th,  1903  (from  which  I  have  largely  quoted  in  these 
remarks),  also  describes  four  varieties  of  tuberculosis  of 
the  cervix: 

(1)  An  ulcerative  form,  which  may  be  easily  mistaken  for 
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carcinoma ;  and  in  this  connection  Whitridge  Williams  (7) 
is  of  opinion  that  operations  for  tubercular  ulcerations  of 
the  cervix  have  not  infrequently  been  performed  on  the 
supposition  of  their  carcinomatous  origin.  There  may  be 
large  or  small  ulcers  :  if  of  the  former  variety  the  ulcer  is 
generally  single,  while  the  latter  are  usually  multiple. 
The  entire  portio  vaginalis  may  be  eroded  and  excavated. 
The  edges  of  such  an  ulcer  are  abrupt,  whilst  its  base  is 
lower  than  its  margin,  thus  distinguishing  it  from  cervical 
erosions. 

(2)  A  bacillary  catarrhal  form,  first  pointed  out  by 
Schiitte,  where  the  disease  is  limited  to  the  surface 
epithelium. 

(3)  A  papillary  form,  consisting  of  proliferating  fungous 
masses,  beneath  which  are  found  tubercular  granulations. 

(4)  A  miliary  form,  which  is  most  easily  recognised, 
tubercles  being  scattered  over  the  portio  vaginalis,  cervical 
mucosa,  and  in  the  stroma  of  the  cervix. 

Fraenkel  first  pointed  out  that  the  disease  may  exist 
with  a  similar  lesion  of  the  Fallopian  tube,  whilst  the 
fundus  remains  perfectly  free.  Whitridge  Williams  (8), 
in  his  careful  and  exhaustive  article  on  "Tuberculosis  of 
the  Female  Genitalia,^'  makes  but  few  observations  re- 
garding primary  tuberculous  disease  of  the  cervix,  and 
observes  that  if  the  body  be  aifected  the  cervix  is  rarely 
involved,  and  vice  versa,  while  the  cervix  may  be  the  only 
part  of  the  entire  body  presenting  tuberculosis.  Sinclair 
demonstrated  the  fact  that  in  tuberculosis  of  the  fundus 
the  disease  very  seldom  spreads  beyond  the  internal  os, 
while  carcinoma  of  the  cervix  rarely  spreads  upwards 
through  the  os. 

The  presence  of  the  tubercle  bacillus  can  very  rarely 
be  verified,  and  this  is  probably  owing  to  the  seat  of  the 
disease  being  ill  adapted  for  the  development  of  the 
bacillus,  as  evidenced  by  the  rarity  of  the  disease  in  tliis 
situation.  Murphy,  in  his  Presidential  Address,  submits 
the  question  whether  this  fact  is  due  to  the  tenacious 
secretion  of   the   mucous  membrane  of    the  cervix,  or,  as 
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Yassner  believes,  to  the  thick  epithelial  layer  here  opposing 
the  penetration  of  the  bacilli. 

Symptoms  and  diagnosis. — From  the  information  which 
I  have  been  able  to  gather  from  the  various  reported 
cases  the  objective  symptoms  are  very  vague,  and  cannot 
be  relied  upon  as  a  guide  to  diagnosis  and  treatment. 

It  appears,  however,  that  the  disease  is  most  active 
during  sexual  life,  and  most  commonly  occurs  between  the 
ages  of  twenty  and  thirty.  The  most  frequent  complaint 
seems  to  be  leucorrhoea,  purulent  in  character,  which  may 
be  tinged  occasionally  with  blood,  and  possessing  a  pecu- 
liarly offensive  odour. 

The  effect  of  the  lesion  on  menstruation  is  not  con- 
stant ;  more  frequently,  as  in  my  case,  the  patients  seem 
to  suffer  from  menorrhagia,  while  in  some  of  the  recorded 
instances  amenorrhoea  has  existed.  Little  or  no  pain, 
generally,  is  experienced.  There  may  be  slight  bleeding 
from  the  growth  on  vaginal  examination. 

There  is  usually  ascertained  to  be  a  history  of  a  very 
slow  progress  in  the  course  of  the  disease. 

The  greatest  difficulty  occurs  at  times  in  the  diagnosis 
between  a  tuberculous  and  carcinomatous  lesion,  and  in 
Beyea^s  statistics,  showing  the  perplexity  in  diagnosis,  14 
cases  out  of  56  were  wrongly  thought  to  be  carcinoma. 

Lowers  (9)  reports  a  case,  very  similar  to  my  own,  with 
the  exception  that  a  history  of  bleeding  was  found,  and 
the  growth  also  bled  on  examination  ;  and  here  again  the 
diagnosis  of  carcinoma  was  arrived  at,  while  the  real 
nature  of  the  growth  was  only  discovered  after  operation. 
He  cites  Cullen  (10),  who,  though  reporting  several  cases 
of  tuberculosis  of  the  uterus  in  his  book,  does  not  mention 
any  case  in  which  the  disease  was  limited  to,  and  pri- 
marily resident  in,  the  cervix.  He  also  quotes  Pozzi  (11), 
who  speaks  of  the  rarity  of  invasion  of  the  generative 
apparatus  by  tubercle,  and  states  that  the  cervix  seems 
to  be  particularly  refractory,  the  tubes  most  frequently 
constituting  the  starting-point,  whence  the  disease  pro- 
ceeds to  the  ovaries,  and  rarely  to  the  uterus. 
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Nassauer  (12)  describes  the  case  o£  a  patient,  aged  45, 
whose  uterus  was  removed  for  carcinoma  of  the  cervix. 
Examination  of  the  specimen,  however,  showed  that  be- 
sides malignant  disease  of  the  cervix  two  reddish  nodules, 
the  size  of  cherries,  projected  along  the  normal  corporeal 
endometrium.  Microscopically  these  consisted  of  nume- 
rous irregular  dilated  glands,  the  lumina  of  which  were 
partly  empty  and  partly  filled  with  leucocytes.  There 
were  also  several  flat  cells  and  a  few  tubercle  bacilli. 

Nassauer  (13)  reports  a  rare  instance  of  epithelioma  of 
the  cervix,  in  which  an  examination  of  the  extirpated 
organ  disclosed  several  tuberculous  nodules  in  the  corporeal 
endometrium,  the  lowest  nodule  being  one  inch  above  the 
upper  limit  of  the  malignant  disease.  These  nodules  were 
supposed  to  be  cancerous  until  a  microscopical  examina- 
tion proved  that  they  contained  numerous  giant  cells  and 
tubercle  bacilli.  The  apparently  healthy  endometrium 
was  also  the  seat  of  commencing  tuberculous  disease. 
Since  the  cancerous  affection  had  existed  for  upwards 
of  four  months,  and  the  tubercles  were  evidently  of 
recent  origin,  the  writer  inferred  that  the  latter  developed 
subsequently,  and  were  the  primary  seat  of  infection. 
There  was  no  evidence  of  tuberculosis  elsewhere  in  the 
system. 

We  thus  observe  that  tuberculosis  and  carcinoma  may 
co-exist  in  the  same  organ,  thus  rendering  the  diagnosis 
still  more  complex,  and  demanding  early  and  radical 
surgical  interference.  On  the  other  hand,  the  ease  with 
which  this  lesion  may  be  confounded  with  carcinoma  in 
its  early  stages  may  supply  an  explanation  of  some  of 
the  few  cases  of  so-called  cures  after  operation  in  sup- 
posed carcinoma  of  the  cervix,  where  sections  of  the 
growth  have  not  been  cut  and  examined  microscopically. 

Extreme  care  is,  therefore,  necessary  in  establishing 
a  differential  diagnosis  between  tuberculosis,  erosion,  and 
commencing  carcinoma  of  the  cervix,  and  we  must  rely 
upon  (1)  an  examination  of  a  portion  of  the  growth, 
microscopically  and  bacteriologically ;    (2)   inoculation  ex- 
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periments ;  (3)  the  clinical  characteristics  of  the  lesion 
furnished  by  a  minute  and  exhaustive  examination  locally, 
under  an  anaesthetic  if  necessary;  (4)  any  signs  of  tuber- 
culosis in  other  parts  of  the  body;  and  (5),  lastly,  a 
knowledge  of  the  patient^s  personal  history  and  of  the 
duration  of  the  subjective  symptoms. 

Whitridge  Williams  (14),  in  discussing  the  great  im- 
portance of  distinguishing  a  tuberculous  from  a  can- 
cerous ulceration  of  the  cervix — since  haemorrhage  and 
a  foul  discharge  may  be  present  in  both — insists  that  the 
detection  of  tubercle  bacilli  in  the  vaginal  discharge 
furnishes  the  only  positive  evidence  of  the  true  condition. 

As  regards  the  etiology,  I  will  merely  refer  to  the 
possibility  of  infection  by  means  of  the  blood-stream  and 
by  direct  contact. 

In  favour  of  the  former  Kleinhaus  argues  :  (1)  the 
existence  of  tuberculosis  of  the  genitalia  following  tuber- 
culosis of  the  lungs,  with  no  intermediate  foci;  (2)  the 
frequent  localisation  of  tuberculosis  on  the  site  of  the 
placental  attachment ;  and  (3)  the  transmissibility  of  the 
bacillus  from  the  mother  to  the  foetus. 

Coition  was  regarded  as  a  probable  starting-point  by 
both  Cohnheim  (15)  in  1879  and  Yerneuil  in  1883  (16)  ; 
and  Murphy  (17)  reports  a  case  in  which  direct  trans- 
mission by  coitus  also  occurred,  though  he  has  seen  so 
many  instances  of  tuberculosis  of  the  epididymis  with  the 
tubercle  bacillus  in  the  urine  and  seminal  discharge  in 
married  men  without  the  wife  being  affected,  that  he 
concludes  that  other  conditions  are  necessary  for  the 
development  of  tuberculosis  in  the  female  genital  tract. 

Williams  (18)  considers  that  tuberculosis  of  the  cervix 
is  doubtless  due  to  direct  infection  by  the  fingers,  by 
instruments,  by  coitus,  rather  than  to  the  contact  of 
infectious  discharges  originating  higher  up  in  the  genital 
canal,  there  being  a  previous  lesion  of  the  cervix  as  well 
as  an  ''  inherited  predisposition  to  genital  tuberculosis.'^ 

Frankenberg  (19)  discusses  the  possibility  of  infection 
through  coitus,  which  he  regards  as  probably,  but  not  posi- 
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tively,  demonstrated  by  the  presence  of  tubercle  bacilli  in 
the  semen  of  males. 

Other  cases  have  been  reported  of  female  genital  tuber- 
culosis when  the  husband  suffered  from  tuberculous  disease 
of  the  testicle,  notably  by  Pfannensteil,  and  many  similar 
instances  in  which  the  husband  was  tuberculous  and  the 
wife  healthy  are  reported  by  Keppler,  Strassman,  Hofmeier, 
von  Frangue,  Jacobs,  and  others. 

Gaertner  is  of  opinion  that  infection  by  means  of 
coitus  must  be  rare  on  the  ground  that  if  it  frequently 
occurred  the  glans  penis  and  male  urethra  would  often  be 
found  to  be  the  seat  of  tuberculous  lesions,  whereas  in 
actual  experience  this  is  only  exceptionally  the  case. 

Popoff  (20)  as  the  result  of  numerous  experiments, 
made  by  injecting  a  bacillary  culture  into  the  vagina  of 
healthy  guinea-pigs,  concludes — (first)  that  it  is  impossible 
to  infect  the  genital  organs  with  tuberculosis  unless  there 
is  some  preceding  trauma ;  and  (secondly)  that  in  cases 
of  tuberculosis  following  traumatism  the  lesions  remain 
localised  in  the  genital  apparatus  and  the  lymphatic 
glands  in  connection  with  it. 

The  prognosis  of  tuberculous  disease  of  the  cervix  uteri 
is  naturally  as  gravely  important  as  in  tuberculous  lesions 
in  any  other  position  of  the  body  ;  but  it  may  be  said  to  be 
favourable  if  the  disease  is  efficiently  treated  surgically, 
and  depends  largely  upon  the  existence  or  absence  of 
tuberculous  lesions  elsewhere  and  their  extent. 

The  general  opinion  in  respect  of  treatment  seems  to 
be  in  favour  of  radical  measures. 

Frank  and  Emanuel  believe  it  best  to  remove  the 
uterus,  and  in  this  connection  Pozzi  (21)  remarks  :  "There 
should  be  no  hesitation  in  performing  hysterectomy  even 
for  a  very  circumscribed  ulceration  of  the  cervix  if  the 
diagnosis  be   certain." 

Lewers  (22)  expresses  practically  the  same  judgment,  and 
observes  that  "  given  a  case  of  primary  tuberculosis  of  the 
cervix,  where  there  is  reasonto  believethereis  no  tuberculosis 
elsewhere,  vaginal  hysterectomy  is  the  right  treatment.*' 
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On  the  other  hand,  Murphy  (23)  is  of  opinion  that  "  in 
cases  where  the  cervix  alone  is  involved  amputation  of 
the  cervix  is  ample;  an  operation,  as  panhysterectomy, 
which  gives  a  mortality  of  30  per  cent.,  should  not  be 
performed  except  in  the  rarest  of  instances. ^^ 

If  the  patient  objects  to  the  more  radical  form  of  treat- 
ment by  removal  of  the  uterus,  after  the  facts  have  all 
been  carefully  explained  to  her,  then  milder  measures 
must  be  resorted  to,  placing  first  amputation  of  the 
cervix,  and,  failing  this,  many  observers  are  in  favour  of 
curetting  and  cauterising,  either  by  the  actual  cautery  or 
by  means  of  zinc  chloride ;  this  more  conservative  treat- 
ment is  considered  to  be  sufficient  to  arrest  the  disease 
by  some  authorities. 

The  specimen  was  referred  to  the  Pathology  Committee 
(seep.  302). 
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Dr.  Amand  Routh  congratulated  Mr.  Young  on  tis  paper  and 
considered  it  would  lead  to  more  facility  in  making  a  clinical 
diagnosis  before  operation,  instead  of  leaving  the  nature  of  the 
growth  to  be  determined  by  microscopical  examination  of  the 
removed  growth.  The  paper  would  also  lead  gynaecologists  to 
modify  their  opinion  as  regards  the  relative  frequency  of  primary 
tuberculosis  of  the  Fallopian  tubes  as  compared  with  that  disease 
primarily  affecting  the  cervix  uteri.  It  appeared  possible  that 
in  addition  to  bacteriological  test  one  point  in  the  diagnosis 
between  tuberculosis  and  epithelioma  of  the  cervix  was  the 
greater  friability  and  tendency  to  bleed  on  contact  of  the 
epithelioma,  but  more  cases  were  required  for  this  point  to  be 
confirmed. 

Dr.  Heywood  Smith  ventured  to  suggest  that  this  case  might 
be  one  of  areolar  hyperplasia  of  the  cervix.  The  patient  had  had 
three  children  before  she  was  twenty-three  and  a  half  years  old, 
80  probably  had  not  nursed  her  children  for  a  sufficient  length  of 
time.  This  would  favour  subinvolution,  and  consequent  inflam- 
matory induration ;  this  condition  would  also  lead  to  irregular 
and  somewhat  profuse  menstruation.  There  was  no  convection 
of  symptoms  to  the  lungs,  nor  had  any  tubercle  bacillus  been 
found.  The  cervix  presented  the  aspect  of  a  bad  case  of  areolar 
hyperplasia,  and  he  would  ask  if  the  evidence  was  sufficiently 
strong  to  enable  one  to  pronounce  it  undoubtedly  one  of  tuber- 
culosis. 

Dr.  Lewers  congratulated  Mr.  Young  on  the  paper  and  con- 
sidered that  the  case  recorded  in  some  respects  was  similar  to 
one  he  had  himself  communciated  to  the  Society  some  years  ago. 
It  was  tlie  cases  in  which  the  disease  was  limited  to  the  cervix 
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without  the  occurrence  of  any  tubercular  lesions  in  any  other 
part  of  the  body  which  were  so  extremely  rare.  He  considered 
that  vaginal  hysterectomy  was  on  the  whole  the  best  treatment 
for  these  cases,  and  in  his  own  case  the  patient  had  remained 
well  for  several  years  after  that  operation. 

Dr.  Galabin  said  that  his  experience  confirmed  what  had 
been  said  as  to  the  difficulty  of  distinguishing  in  some  cases 
between  tubercle  of  the  cervix  and  cancer,  especially  when 
tubercle  was  accompanied  by  a  sanguineous  discharge.  In  one 
instance  he  had  removed  the  uterus  by  vaginal  hysterectomy  for 
what  he  supposed  to  be  cancer  of  the  cervix ;  and  only  micro- 
scopic examination  after  removal  revealed  that  the  disease  was 
tubercle.  In  this  instance  the  disease  had  extended  to  the  body 
of  the  uterus,  so  that  no  local  treatment  short  of  hysterectomy 
would  have  been  of  any  avail. 

Dr.  Herbert  Spencer  hoped  that  the  specimens  would  be 
submitted  to  the  Pathology  Committee  as  there  was  a  difference 
of  opinion  among  the  pathologists  who  had  already  examined 
them.  He  had,  personally,  no  experience  of  primary  tubercle  of 
the  cervix ;  but  he  had  seen  Sir  John  Williams  successfully  treat 
cases  of  tubercle  of  the  vagina  by  the  cautery,  and  he  had  him- 
self treated  a  case  of  tubercle  of  the  body  of  the  uterus  by 
curetting  and  iodoform  and  iodine,  the  patient  being  quite  well 
over  a  year  later.  He  thought  that  hysterectomy  was  a  very 
severe  treatment  for  tuberculosis  of  the  cervix,  and  that  local 
applications  should  be  adopted  in  cases  of  tuberculosis  of  the 
body  before  resorting  to  the  severer  operation. 

Dr.  Etjssell  Andrews  described  a  case  in  which  he  had  had 
to  consider  the  diagnosis  between  early  carcinoma  and  tuber- 
culosis of  the  cervix  in  a  patient  aged  26,  who  complained  of 
pain  and  bleeding.  The  vaginal  portion  of  the  cervix  was 
occupied  by  an  ulcer  with  uneven  surface,  which  bled  a  little  on 
examination.  The  edge  was  indurated  and  the  tissue  was  rather 
friable.  Microscopical  examination  of  a  small  piece  removed 
by  the  knife  showed  simply  young  connective  tissue.  The  case 
was  cleared  up  by  the  development  of  secondary  syphihtic  mani- 
festations.    The  ulcer  was  a  primary  sore. 

Dr.  Champneys  said  the  Society  were  indebted  to  Mr.  Young 
for  the  excellent  and  careful  paper  which  had  just  been  read. 
He  moved  that  the  specimen  be  referred  to  the  Pathology 
Committee  (see  p.  302). 


NOVEMBER  7th,  1906. 

W.  R.  Dakin,  M.D.,  President,  in  the  Chair. 

Present — 38  Fellows  and  4  visitors. 

Books  were  presented  by  the  Medical  Society  of 
Copenhagen,  the  Edinburgh  Obstetrical  Societj^,  and 
Drs.  Cullingworth,  John  Phillips,  Griles,  and  Mr.  Bland- 
Sutton. 

William  Gavin  Hamilton,  L.R.C.P.Lond.,  Capt.  I.M.S., 
and  Ida  Russell  Shields,  M.B.,  B.S.Lond.,  were  admitted 
Fellows  of  the  Society. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society:  H.  N.Anklesaria,  L.R.C.P.,F.R.C.S.Edin.;  Charles 
J.  Battle,  M.R.C.S.,  L.R.C.P.  (Natal);  Douglas  Drew,  B.S., 
F.R.C.S.Eng.;  Albert  Richard  Henchley,  M.D.(Brux.), 
L.R.C.P.,  L.R.C.S.Edin.  (Canterbury) ;  George  Hope, 
D.P.H.,  L.R.C.P.,  M.R.C.S.Lond.;  William  Fletcher  Shaw, 
M.D.Yict.  (Manchester)  ;  Frederick  Ernest  Withers, 
M.R.C.S.,  L.R.C.P.    (Horncastle). 

The  following  candidates  were  proposed  for  election  : 
Thomas  Reginald  St.  Johnston,  M.R.C.S.,  L.R.C.P.,  and 
Eardley  L.  Holland,   M.B.,  B  S.Lond.,  F.R.C.S.Eng. 
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Report  of  the  Pathology  Committee  on  Mr.  E.  Young's 
Microscopic  Section  of  Primary  Tuberculosis  of  the 
Cervix  Uteri  (see  p.  286). 

^^  We  have  examined  this  microscopic  section  and  agree 
with  the  exhibitor  that  it  is  a  case  of  tuberculosis  of  the 
cervix  uteri.^^ 

{Signed)  Cuthbert  Lockyer. 

C.  Hubert  Roberts. 

G.  Bellingham  Smith. 

Herbert  E.  Spencer. 

Herbert  Williamson. 

CoRRiE  Keep. 

W.  S.  A.  Griffith^  Chairman. 


Report  of  the  Pathology  Committee  on  Dr.  H.  Russell 
Andrews'  Specimen  and  Microscopic  Section  of  sup- 
posed Endothelioma  of  the  Cervix  [as  described  by  the 
Exhibitor)  (see  p.  283). 

^^  We  have  examined  this  specimen  and  microscopic 
sections  thereof,  and  consider  it  to  be  a  squamous-celled 
epithelioma.  The  growth  shows  the  presence  of  typical 
epithelial  pearls,  composed  of  keratinised  cells,  lying  in 
alveolar  spaces  in  the  fibrous  stroma,  and  other  cell-nests 
surrounded  by  epithelial  cells  which  have  not  undergone 
degeneration.  We  find  no  evidence  to  justify  the  diagnosis 
of  endothelioma.^^ 

{Signed)  Cuthbert  Lockyer. 

C.  Hubert  Robert. 

Gr.  Bellingham  Smith. 

Herbert  R.  Spencer. 

Herbert  Williamson. 

CoRRiE  Keep. 

W.  S.  A.  Griffith,  Chairman. 
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MYOMECTOMY  DURING  PREGNANCY  AND 
LABOUR  AT  TERM  IN  AN  ELDERLY 
PRIMIPARA,  WITH  NOTES  ON  SIMILAR 
CASES. 

By  Alban  Doran,  F.R.C.S. 

Myomectomy  has  often  been  performed  during  preg- 
nancy with  the  most  satisfactory  results.  Gestation  is,  as 
a  rule,  uninterrupted,  and  when  labour  sets  in  the  expulsive 
powers  of  the  uterus  seem  to  be  but  little  impaired.  This 
has  been  noted  even  in  subjects  where  the  wound  in  the 
uterine  walls  inflicted  at  the  operation  was  of  considerable 
length,  breadth,  and  depth.  The  case  which  I  will  now 
relate  is  mainly  of  interest  because  the  patient  had  reached 
the  age  of  thirty-five  years  and  was  pregnant  for  the  first 
time.  The  history  of  the  subsequent  first  labour  is  there- 
fore, in  my  opinion,  worth  reporting.  I  will  also  make 
some  mention  of  a  few  other  instances  of  labour  in  elderly 
primiparae  following  myomectomy  during  pregnancy,  taken 
from  the  reports  of  the  experience  of  others  published 
during  the  current  year. 

A  woman,  aged  35,  was  brought  to  me  for  examination 
at  the  end  of  February,  1906.  She  had  consulted  Dr. 
Meerwald,  of  Maida  Vale,  on  account  of  amenorrhoea ; 
the  last  period  began  on  October  25th,  1905.  Morning 
sickness  troubled  her  during  November  and  December. 
Dr.  Meerwald  detected  a  swelling,  with  all  the  characters 
of  a  gravid  uterus,  above  the  pubes,  but  the  pelvic  con- 
dition appeared  abnormal. 

The  patient  was  strong  and  healthy.  The  abdominal 
walls  showed  no  lineae  albicantes.  The  body  of  the 
uterus  could  be  clearly  felt  in  the  hypogastrium,  occupy- 
ing two  thirds  of  the  space  between  the  umbilicus  and 
pubes.  The  cervix  was  fairly  long  and  firm,  the  os 
externum  narrow  and  oval.  A  prominent  conical  body 
occupied  the  left  fornix ;  it  was  very  tender  when  pressed 
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and  moved  slightly  with  the  uterus.  On  rectal  examina- 
tion it  was  found  to  lie  in  front  of  the  bowel.  The  upper 
limits  of  the  body  in  the  pelvis  could  not  be  clearly  defined. 
The  patient's  general  condition  was  satisfactory. 

Thus  there  was  evidently  a  morbid  growth  connected 
with  the  posterior  part  of  the  lower  segment  of  the  uterus, 
most  probably  a  fibroid  likely  to  prejudice  labour.  Con- 
sidering the  small  risk,  even  of  interruption  of  pregnancy, 
which  attends  myomectomy,  I  decided  to  operate,  although 
the  tumour  lay  in  a  rather  awkward  position  for  manipula- 
tion without  much  disturbance  of  the  gravid  uterus. 

Operation. — On  March  6th  I  operated,  with  the  assist- 
ance of  Mr.  Butler- Smy the.  Mr.  Morley  administered 
ethyl-chloride,  followed  by  ether  and  then  chloroform. 
The  pelvis  was  elevated.  I  prolonged  the  abdominal 
wound  to  one  inch  above  the  umbilicus  so  that  I  was 
enabled  to  draw  out  the  gravid  uterus  and  examine  its 
lower  and  posterior  aspects  without  dragging  or  pressing. 
I  then  discovered  two  subserous,  pedunculated  growths 
springing  from  the  posterior  aspect  of  the  inferior 
uterine  segment  close  to  the  left  border  of  the  uterus  ; 
by  cautious  rotation  of  the  uterus  towards  the  right 
I  was  able  to  bring  the  two  growths  out  of  the  lower 
part  of  the  abdominal  wound.  Grauze  pads  were  packed 
behind  the  uterus  and  in  the  left  iliac  region.  The 
smaller  growth  was  two  inches  long,  very  tough,  and 
attached  to  the  uterus  by  a  short  vascular  pedicle 
awkwardly  near  to  the  larger  tumour ;  it  could  hardly  have 
interfered  with  labour,  but  I  found  that  I  could  not  very 
well  reach  the  bigger  outgrowth  until  I  had  removed  it ;  I 
enucleated  it  in  part,  split  it  open,  and  then  was  able  to 
secure  its  pedicle  by  transfixion  with  a  JSTo.  4  Chinese  twist. 

The  larger  growth  was  now  more  conveniently  placed 
for  removal.  It  measured  over  four  inches  in  length,  and 
two  inches  at  its  broadest  part,  and  it  ended  in  the  very 
blunt  point  so  prominent  in  the  pelvic  cavity  when  the 
patient  was  examined.  The  pedicle  was  relatively  thick ; 
I   enucleated  the  growth  to  a  certain  extent  after  split- 
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ting  it  and  closed  the  remains  of  tlie  capsule  with  a 
No.  1  continuous  silk  suture,  then  I  transfixed  it  with 
stouter  silk.  The  growth,  a  calcified  fibro-myoma,  adhered 
strongly  to  the  capsule,  so  that  only  a  short  piece  of  cap- 
sule could  be  saved  ;  on  that  account  I  was  compelled  to 
transfix,  as  not  until  the  transfixing  suture  was  tied  could 
I  stop  the  bleeding. 

The  peritoneum  was  closed  with  No.  1  van  Horn  catgut, 
the  integuments  and  sheath  of  the  recti  with  interrupted 
silkworm-gut. 

There  were  no  complications  during  convalescence  nor 
in  the  further  course  of  the  pregnancy,  which  went  on  to  full 
term.  The  patient  was  attended  by  Mr.  W.  H.  F.  Oxley, 
of  Poplar,  to  whom  I  am  indebted  for  the  following 
report  of  the  labour  : 

'*  Mrs.  sent  for  me  first  on  August   10th.        She 

was  then  having  pains  about  every  ten  minutes  and  the 
OS  was  of  the  size  of  a  shilling,  the  vertex  presenting  in 
the  occipito-posterior  position.  The  membranes  were 
very  thin  and  ruptured  after  the  first  examination. 
There  was  very  little  liquor  amnii. 

"  The  pains  continued  fairly  strong,  about  every  five 
minutes  during  the  next  three  days.  A  sedative  draught 
each   evening  gave  relief    for  about  a  couple  of  hours. 

"  On  the  13th  I  was  able,  though  with  great  difticulty, 
to  introduce  the  forceps,  under  chloroform,  through  the 
OS,  which  was  then  not  much  larger  than  half-a-crown. 

"  There  was  no  trouble  in  extraction.  I  think  that  the 
age  of  the  patient  coupled  with  the  early  rupture  of  the 
membranes  and  the  position  of  the  head  were  sufficient  to 
account  for  the  slow  dilatation  of  the  os,  and  I  do  not 
think  that  the  operation  had  any  effect  whatever  upon  the 
course  of  labour. 

"  The  uterus  contracted  well  after  extraction  ;  *  there 
was  no  pelvic  deformity." 

On  September  14th  the  patient  came  to  see  me  at  the 
Samaritan  Hospital,  bringing  her  infant,  a  healthy  female 
♦  There  was  no  post-partum  hsemorrhage. 
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child.     She  had  suckled  it  for  about  a  week,  but  it  did  not 
thrive  until  it  was  fed  artificially. 

The  patient  herself  was  in  very  good  health.  The 
abdominal  wound  healed  well  and  was  deeply  pigmented 
along  its  entire  course  ^.  The  uterus  could  be  freely  moved, 
involution  was  perfect,  and  the  fornices  were  quite  free. 
I  failed  to  detect  anything  abnormal  in  the  posterior  part 
of  the  inferior  segment  of  the  uterus,  the  seat  of  the 
myomectomy.  The  cervix  was  slightly  lacerated  on  the 
left  side  of  the  os,  the  perineum  was  entire. 

Myomectomy  and  elderly  primiparw. 

The  patient  was  35  years  of  age  and  carried  the  child 
to  term.  The  first  stage  was  long,  but,  as  I  have  explained, 
there  is  no  evidence  that  the  delay  was  due  to  the  opera- 
tion.     The  child  was  saved  and  reared. 

Eecently  published  reports  show  that,  as  in  my  case, 
the  gravid  uterus  in  an  elderly  subject  pregnant  for  the 
first  time  tolerates  myomectomy.  Thring,  of  Sydney  (]), 
enucleated  a  necrotic  interstitial  fibroid  of  the  size  of  a 
large  orange  from  the  anterior  wall  of  the  uterus  of  a 
woman  aged  38,  in  the  sixth  month  of  her  first  pregnancy. 
^^  At  one  point  the  mucous  membrane  lining  the  uterine 
cavity  was  exposed.^^  Yet  the  patient  was  delivered 
spontaneously  of  a  healthy  living  child  at  full  term.  On 
the  other  hand,  a  woman  aged  40  underwent  myomectomy 
at  the  end  of  the  sixth  month  of  her  first  pregnancy,  but 
aborted  thirty-six  hours  after  the  operation.  In  this 
instance,  however,  the  operation  was  severe,  as  the  fibroid, 
enucleated  through  an  incision  made  in  the  fundus  and 
anterior  surface  of  the  uterus,  was  "  about  equal  in  size  to 
an  ostriches  egg.^'  The  foetus,  placenta,  and  membranes 
came  away  easily,  but  the  uterus  did  not  contract  well  and 
the  temperature  rose.  After  the  use  of  the  curette  on  the 
fifth  day  the  patient  recovered.f 

*  On  March  29th,  the  day  of  her  discharge  from  the  hospital,  I  observed 
slight  pigmentation  around  the  suture  tracks. 

t  An  article  entitled  *'  A  Seventh  Case  of  Myomectomy  during  Preg- 
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Dr.  Joseph  Stewart,  of  Leeds  (2),  recently  operated  on 
a  woman,  aged  35,  in  the  sixth  month  of  her  first  pregnancy. 
There  had  been  symptoms  simulating  axial  rotation  of  an 
ovarian  cyst.  He  enucleated  a  large  sessile  fibroid  attached 
to  the  left  of  the  fundus,  rotating  the  gravid  uterus  some- 
what towards  the  right.  A  large  gap  was  left  not  easily 
closed.  According  to  the  published  report  '^  the  patient 
was  delivered  of  a  boy  at  full  term."  Dr.  Stewart  has 
kindly  sent  me  fuller  details  of  the  labour.  It  ended 
spontaneously  in  six  hours  and  a  half  ;  the  head  was  in  the 
first  position  and  the  liquor  amnii  seemed  normal  in  amount. 
There  was  no  difficulty  about  the  expulsion  of  the  placenta. 
I  was  chiefly  interested  in  the  contractions  of  the  uterus ; 
they  were  normal  as  far  as  I  could  make  out.  I  could  dis- 
cover no  indentation  representing  the  spot  from  which  the 
tumour  had  been  enucleated." 

A  general  survey  of  current  opinions  and  experience 
relating  to  the  treatment  of  fibroids  during  pregnancy 
lies  beyond  the  limits  of  this  brief  communication.  I 
may  refer  the  reader  to  Dr.  Amand  Eouth^s  (3)  recently 
published  lecture  on  the  subject,  and  to  Tuffier  and  de 
Rouville^s  memoir  (4)  read  and  discussed  at  the  Lisbon 
meeting  of  the  International  Medical  Congress.  References 
to  earlier  writings  about  myomectomy  in  pregnancy  will  be 
found  in  a  report  of  a  case  in  my  own  practice  where  the 
patient  was  a  primipara  aged  28  (5).  I  removed,  during 
the  second  month,  a  sessile  fibroid  over  2  lb.  in  weight 
from  the  back  and  fundus  of  the  uterus.  Labour  took 
place  at  term,  and  was  lingering  on  account  of  breech 
presentation   and  hydramnion,  but  the  child   was  saved 

nancy/' by  the  same  author,  appeared  in  the  *  Journ.  of  Obstet.  and  Gyn.  of 
the  Brit.  Empire'  for  November,  1906,  p.  480.  The  patient  was  a  primipara, 
aged  32.  Thring  removed  "  a  large  fibro-myoma  growing  from  the  fundus 
uteri  behind  the  left  cornu  "  in  the  fourth  month.  The  report,  however, 
was  written  one  week  after  tlio  operation  ;  at  that  date  there  had  been 
no  sign  of  premature  labour.  The  after-history  will  bo  of  some  interest  as 
the  uterine  wall  was  infested  with  fibroids,  and,  as  in  Thring's  first  case 
mentioned  above,  the  mucosa  of  the  uterus  was  exposed  during  the 
enucleation. 
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and  reared.  I  mention  this  case  because  the  age,  twenty- 
eight,  is  beyond  the  average  for  primiparae  in  the  United 
Kino-dom.  The  great  excess  of  liquor  amnii  in  this  in- 
stance of  labour  after  myomectomy  is  worth  noting,  as  in 
the  case  which  I  have  reported  above  in  full  it  was  very 
deficient.  The  relation  of  the  excess  or  deficiency  to  the 
operation  is  not  evident. 


Keperences. 

(1)  Thring. — Six  Cases  of  Myomectomy  during  Preg- 
nancy, Journ.  of  Obst.  and  Gryn.  of  Brit.  Emp.,  vol.  x, 
p.  263. 

(2)  Stewart. — Enucleation  of  Fibro-myoma  of  Uterus 
during  Pregnancy,  Brit.  Med.  Journ.,  vol.  i,  1906,  p.  548. 

(3)  RouTH. — A  Lecture  on  Fibroids  and  Ovarian  Cysts 
complicating  Pregnancy,  Parturition,  and  the  Puer- 
perium,  Clinical  Journal,   May   23rd,   1906,   p.   81. 

(4)  McCann,  F.  J. — Fifteenth  Medical  Congress, 
Lisbon,  Journ.  of  Obst.  and  Cyn.  of  Brit.  Emp., 
August,  1906,  pp.   159-166. 

(5)  DoRAN. — A  Myomectomy  and  an  Ovariotomy  for 
Fibroma  during  Pregnancy;  Labour  at  Term  in  both 
Cases,  Journ.  of  Obst.  and  Gyn.  of  Brit.  Emp.,  November, 
1905,  p.  297 ;  also  Fibro-myoma  removed  by  Abdominal 
Myomectomy  in  Second  Month  of  Pregnancy  ;  Labour  at 
Term  ;   Obst.  Soc.  Trans.,  vol.  xlvii,  1905,  p.  426. 

Dr.  Lewers  referred  to  a  case  in  which  he  had  performed 
myomectomy  at  the  fifth  month  of  pregnancy  for  a  subperitoneal 
fibroid  the  size  of  a  tangerine  orange.  The  pregnancy  was  not 
interrupted,  and  the  patient  was  dehvered  normally  at  full  term. 
He  had  operated  under  the  impression  that  the  tumour  was  an 
ovarian  dermoid. 

Mr.  Alb  AN  Doran,  in  reply,  observed  that  he  had  stated  in 
his  communication  the  reason  why  he  decided  to  operate.  Dia- 
gnosis was,  as  in  Dr.  Lewers'  case,  not  quite  certain.  He  did 
not  approve  of  the  removal  during  pregnancy  of  fibroids  of  the 
fundus  or  of  any  part  of  the  uterus  above  the  pelvic  brim,  save 
imder  exceptional  circumstances. 


Illustrating   Dr.  Roberts'  case  of  Cornual  Pregnancy   at 

Full  Term. 

(Proposed  reconstruction.) 
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lllustratini,'   Dr.  Hihkkt   Robkkts's  Case  of  Curiiual   l'rf«;naniy  (at  full  time). 


Adlatit  &<"  Son,  Impi. 
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CORNUAL  PREGNANCY  AT  FULL  TERM  REMOVED 
SIX  MONTHS  AFTER  THE  DEATH  OF  THE 
CHILD. 

(With  Plate  XXV.) 

Shown  by  Dr.  C.  Hubert  Roberts. 

This  case  is  of  interest  owing  to  its  rarity  and  the  fact 
that  the  pregnancy  went  to  term  in  a  rudimentary  horn 
of  a  bicornuate  uterus.  The  tumour  was  removed  by 
abdominal  section  six  months  after  the  probable  death  of 
the  child.  A  drawing  of  the  specimen  is  appended^  and 
an  epitome  of  Dr.  Herbert  Williamson's  report.  A  detailed 
description  of  the  case  and  specimen  appears  in  the 
December  number  of  the  '  Journal  of  Obstetrics  and 
Gynaecology  of  the  British  Empire/  1906,  p.  604. 

The  history  is  briefly  this :  Twelve  months  before  the 
patient's  admission  to  the  Samaritan  Hospital  her  own 
doctor  told  her  she  was  three  months  pregnant.  Her  con- 
finement was  expected  in  July,  1905,  but  did  not  come  off 
as  expected.  The  child  was  alive  and  movements  felt  in 
July.  About  December,  1905,  she  had  a  severe  attack  of 
abdominal  pain  and  peritonitis.  She  still  had  a  tumour, 
but  it  was  smaller.  In  January,  1906,  her  own  doctor 
saw  her  again  and  told  her  that  her  condition  was  due  to 
pregnancy,  but  that  the  child  was  not  in  the  womb.  She  was 
sent  up  to  the  Samaritan  Hospital  on  February  1st,  1906. 
The  diagnosis  was  uncertain,  as  there  were  no  evidences  of 
pregnancy  and  the  swelling  was  taken  to  be  either  extra- 
uterine, fibrous,  or  solid  ovarian.  The  tumour  reached  three 
inches  above  the  navel  and  was  very  hard  and  nodular. 
No  foetal  heart  sounds  or  movements.  The  cervix  was 
displaced  upwards  by  a  mass  in  Douglas's  pouch.  The 
sound  passed  4J  inches.  The  patient  was  in  good  health 
and  complained  of  nothing  but  the  inconvenience  of  the 
tumour.  Abdominal  section  was  performed  on  February 
17th,  1900,  and  the  tumour  removed.     Its  pedicle  appeared 
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to  be  attached  to  tlie  region  of  the  left  tube  and  cornu  of 
the  uterus.  The  uterus  itself  was  a  little  enlarged,  but 
otherwise  normal,  as  were  the  right  tube  and  ovary.  The 
left  ovary  was  not  seen.  Omental  adhesions  were  very 
troublesome.  The  patient  did  well.  The  abdomen  was 
not  drained.  On  opening  the  tumour  after  the  operation 
it  was  found  to  contain  a  full-term  child.  The  sac  walls 
resembled  those  of  a  full-term  uterus.  No  trace  of  any 
structure  like  a  Fallopian  tube  could  be  made  out.  The 
walls  contained  unstriped  muscle,  but  the  lining  membrane 
was  too  degenerate  for  identification.  The  placenta  was 
situated  in  the  sac  and  had  undergone  hyaline  changes, 
like  those  found  in  the  placenta  of  a  foetus  papyraceus. 
The  child  itself  was  fully  developed  or  even  post-mature, 
and  its  nails  extended  a  quarter  of  an  inch  beyond  the 
finger-tips. 

Dr.  Williamson  is  of  opinion,  from  examination  of  sec- 
tions of  the  sac-wall,  that  it  must  be  either  tubal  or 
cornual  in  origin.  As  the  development  is  so  great  and 
pregnancy  has  reached  full  term,  the  latter  hypothesis  is 
more  probable.  It  is  impossible  from  examination  of  the 
specimen  to  state  its  relationship  to  the  tube  or  round 
ligament. 

Dr.  Roberts  also  showed  a  similar  specimen  from 
St.  Bartholomew's  Hospital  Museum,  in  which  rupture 
occurred  at  the  fourth  month. 


Mr.  Alban  Doran  considered  that  Dr.  Eoberts  did  right  when 
he  saved  the  normal  cornu  which  had  already  borne  children. 
He  himself  removed  a  ruptured  cornual  sac  in  September,  1904. 
The  opposite  cornu  had  been  the  seat  of  normal  pregnancy ;  one 
year  after  the  operation  the  patient  gave  birth  to  a  living  child. 
The  case  was  published  in  the  '  Journ.  of  Obstet.  and  G-yn.  of 
the  Brit.  Empire  '  for  June,  1906.  A  further  report  of  Dr. 
Roberts'  case,  should  pregnancy  occur,  would  be  interesting. 

Dr.  C  Nepean  Lonqridge  drew  attention  to  a  figure  pub- 
lished by  Francois  Mauriceau  in  his  work  '  Les  Maladies  des 
Femmes  Grosses,'  1682.  This  figure  is  believed  to  be  one  of  the 
earliest  drawings   of  an    ectopic    gestation,    and   is    of   great 
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Illustrating  Dr.  Roberts's  Case  of  Cancer  of  the  Uterus. 


C.  Hubert  Roberts,  ad  nat  del. 


Adlard  &  Son,  Impt 


DESCRIPTION  OF  PLATE  XXVI, 

Illustrating  Dr.  C.  Hubert  Roberts's   case  of   Cancer  of 

Uterus. 

a.  Circumscribed  growth  near  os  internum,    h.  Secondary  growth  in 
fundus,    c.  Mucous  polyp. 
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historical  interest,  because  Mauriceau,  in  opposition  to  the  view 
taken  bv  others  of  the  faculty  in  Paris  who  saw  the  specimen, 
insisted  that  it  was  one  of  interstitial  pregnancy.  He  bases  his 
diajT^nosis  on  the  fact  that  the  round  ligament  was  attached  to 
the  lower  and  outer  part  of  the  sac.  The  figure  is  similar  in  all 
essential  points  to  the  specimen  and  di'awing  exhibited  by  Dr. 
Eoberts. 


A  CURIOUS  CASE  OF  CANCER  OF  THE  UTERUS. 

(With  Plate  XXVI.) 

By  Dr.   C.  Hubert   Roberts. 

Dr.  Roberts  showed  a  specimen  of  cancer  of  the  uterus 
removed  by  vaginal  hysterectomy  from  a  patient  aged  42. 
The  case,  he  thought,  was  one  of  interest  owing  to  the 
peculiarity  of  the  specimen,  which  showed  co-existing 
malignant  growths  at  the  region  of  the  os  internum  and 
at  the  fundus  uteri.  The  patient  was  admitted  to  the 
Samaritan  Free  Hospital  for  Women  on  April  19th,  1906. 
Ten  years  previously  she  had  been  under  Dr.  Roberts' 
care  for  accidental  haemorrhage  occurring  at  the  eighth 
month  of  pregnancy,  but  under  treatment  she  went  to 
term  and  was  delivered  naturally.  Her  present  illness 
dated  back  for  five  or  six  months  ;  it  commenced  with  a 
flooding,  and  has  been  followed  by  more  or  less  continuous 
hajmorrhage.  Three  weeks  before  her  admission  to  the 
hospital  she  had  two  very  severe  losses,  one  of  which  was 
so  bad  that  she  became  very  collapsed.  Her  own  medical 
attendant  (Dr.  Frank  Rushworth)  sent  her  to  Dr.  Roberts 
on  account  of  this.  Previous  to  the  first  flooding  five  or  six 
months  ago,  she  had  been  regular.  There  was  a  history  of 
pain  during  the  three  months  before  her  admission. 

When  first  seen  at  the  hospital  she  was  very 
blanched  and  ill  and  was  losing  freely  the  discharge 
being  almost  pure  blood.  It  was  not  foul.  On  examina- 
tion per  vaginam,  the  cervical  canal  was  dilated,  and  near 
the  region  of  the   os  internum  a   friable   growth  could  be 
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made  out  wliicli  bled  freely  on  touch.  The  cervix  itself 
seemed  healthy,  and  the  uterus_,  though  bulky,  was  mobile. 
It  was  doubtful  at  the  time  whether  the  growth  was  a 
sloughing  fibroid  or  malignant  disease. 

On  April  23rd,  1906,  the  patient  was  examined  under 
chloroform.  The  growth  high  up  on  the  cervical  canal 
was  now  very  evident,  and  a  portion  which  broke  away 
under  the  examining  finger  was  preserved  for  micro- 
scopical examination.  It  subsequently  proved  to  be  a 
columnar-celled  carcinoma. 

On  April  28th,  1906,  the  uterus  was  removed  by  vaginal 
hysterectomy.  Some  difficulty  was  experienced  with  the 
right  broad  ligament,  which  was  shortened  and  inelastic, 
but  no  evidence  of  growth  could  be  detected  outside  the 
uterus  proper.  The  convalescence  was  somewhat  slow 
owing  to  the  patient^s  anaemic  condition,  but  she  left  the 
hospital  on  June  1st. 

The  patient  has  been  seen  twice  since  the  operation,  and 
no  return  of  the  disease  can  be  detected. 

The  specimen  itself  is  a  curious  one.  A  drawing  made 
of  the  uterus  at  the  time  is  appended,  and  microscopical 
sections  were  shown  of  the  original  piece  of  growth  removed 
from  the  cervix,  the  growth  near  the  os  internum,  and  the 
co-existing  growth  at  the  fundus. 

The  unusual  points  in  the  case  seem  to  be  : 

(a)  The  rounded  localised  and  almost  encapsuled  appear- 
ance of  the  main  growth  near  the  os  internum.  To  the 
naked  eye  this  appears  to  resemble  a  disintegrating  fibroid, 
or  possibly  a  sarcoma. 

(h)  Co-existing  nodules  of  growth  in  the  fundus  which 
are  quite  distinct  from  that  near  the  os  internum,  the 
endometrium  being  quite  normal  in  the  lower  portion  of 
the  cavity  of  the  uterus. 

Microscopical  examination  shows  that  both  growths  are 
identical  in  structure,  having  the  typical  characters  of  a 
glandular  or  columnar-celled  carcinoma.  The  specimen 
is  preserved  in  the  Museum  of  St.  Bartholomew's  Hospital. 
Dr.  Herbert  Williamson   has  kindly  examined  the  speci- 
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men   and    microscopical   sections,    and    agrees    as    to    the 
characters  of  the  malignant  growths. 

Some  years  ago  Dr.  Roberts  showed  a  similar  specimen 
before  this  Society  of  cancer  of  the  cervix  with  numerous 
adenomatous  growths  in  the  fundus.  As  regards  the 
specimen  shown  this  evening  Dr.  Roberts  is  unable  to  say 
exactly  where  the  primary  growth  originated,  though  he  is 
inclined  to  think  that  from  its  situation  the  larger  mass  is 
a  cervical  rather  than  a  corporeal  tumour,  and  that  there  is 
no  evidence  to  decide  whether  the  growth  in  the  fundus 
is  secondary  or  not.  The  latter  is  therefore  labelled 
co-existent  rather  than  secondary. 

The  specimen  was  referred  to  the  Pathology  Committee 
for  further  report  (see  p.  331). 


/ 
A    CASE    OF    CESAREAN    SECTION    FOLLOWED 
BY  REMOVAL  OF  A  FIBROID  WHICH  FILLED 
THE  PELVIC  CAVITY. 

By  Dr.  Henry  Russell  Andrews. 

M.  F — ,  aged  33,  was  seen  in  consultation  on  March  7th, 
1906.  She  had  had  increasing  difficulty  in  passing  water 
for  several  days,  culminating  in  complete  retention  two 
days  before,  two  and  a  half  pints  of  urine  being  drawn  off 
by  catheter.  After  the  bladder  had  been  emptied  she 
had  had  frequency  of  micturition,  but  no  difficulty. 

The  patient  was  a  tall,  well-built,  healthy  woman,  who 
had  been  married  five  months.  Menstruation  had  been 
regular  all  through  1905,  but  the  last  two  periods  had 
been  missed,  the  last  menstruation  occurring  in  the  first 
week  of  January. 

Abdominal  examination. — A  softish  swelling,  slightly 
movable  from  side  to  side,  was  found  in  the  hypogastrium, 
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rising  up  out  of  tlie  pelvis  to  a  point  halfway  between  the 
pubes  and  umbilicus.    The  breasts  showed  signs  of  activity. 

Vaginal  examination. — The  cervix,  distinctly  softened, 
was  felt  high  up  in  front.  The  hollow  of  the  sacrum  was 
occupied  by  a  hard,  round  swelling,  which  practically  filled 
the  pelvis. 

Diagnosis. — Early  pregnancy  of  about  two  months,  the 
body  of  the  uterus  being  perched  on  a  fibroid  which  was 
probably  cervical. 

As  retention  had  occurred  so  early,  although  the  preg- 
nant uterus  was  above  the  pelvic  brim,  it  seemed  that  fre- 
quent catheterisation  would  probably  be  necessary  as  the 
pregnancy  advanced :  but,  reasoning  from  cases  of  persistent 
retroversion  of  the  pregnant  uterus,  it  was  thought  possible 
that  the  bladder  and  urethra  might  gradually  accommodate 
themselves  to  the  presence  of  the  tumour.  If  the  tumour 
were  removed  immediately,  the  uterus  would  almost  certainly 
have  to  be  removed  as  well,  and_,  in  the  unlikely  event  of 
the  tumour  being  removed  without  the  uterus,  abortion 
would  very  probably  occur.  If,  on  the  other  hand,  the 
pregnancy  could  go  to  term  with  the  help  of  catheterisa- 
tion, Cesarean  section  would  be  necessary,  followed  by 
hysterectomy  or  myomectomy.  I  told  the  patient  that  the 
best  thing  to  do  was  to  wait  until  full  term,  if  possible, 
rather  than  to  operate  at  once  and  do  away  with  all  chance 
of  her  becoming  a  mother.  She  was  rather  anxious  to 
have  the  tumour  removed  at  once,  even  though  the  opera- 
tion might  involve  removal  of  the  uterus,  but  eventually 
agreed  to  wait  for  a  time  to  see  whether  she  had  much 
discomfort  from  pressure  and  from  catheterisation.  Reten- 
tion of  urine  occurred  again  on  March  13th  and  18th.  On 
March  22nd  she  was  admitted  into  the  London  Hospital, 
where  Dr.  Lewers  kindly  saw  her  with  me.  He  said  that 
although  the  fibroid  was  probably  cervical,  it  might  prove 
to  be  movable  under  an  ansestLetic.  The  patient  was 
anaesthetised  accordingly,  and  it  was  found  that  the  tumour 
could  be  pushed  up  easily  for  a  short  distance,  so  that, 
although  it  still  filled  the  brim,  it  did  not  occupy  much 
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of  the  cavity  o£  the  pelvis.  A  large  ring  pessary  was 
inserted  to  keep  the  tumour  as  high  up  as  possible.  She 
returned  home  on  March  27th.  The  tumour  settled  down 
into  the  pelvis  again,  but  possibly  not  quite  so  deeply  as 
before.  During  April  and  May  there  was  occasional  re- 
tention of  urine,  relieved  by  catheter.  The  patient  found 
that  micturition  was  easier  if  she  assumed  the  knee-chest 
position  before  attempting  to  pass  water.  She  took 
urotropin  occasionally  during  April  and  May  for  a  few 
days  at  a  time  to  diminish  the  chance  of  cystitis.  After 
the  end  of  May  she  had  no  trouble  with  her  water,  and 
no  discomfort  of  any  sort  that  could  be  attributed  to  the 
fibroid.      The  ring  was  removed  a  little  later. 

The  patient  was  readmitted  to  the  London  Hospital  on 
October  10th,  in  excellent  health  and  free  from  any 
unusual  discomfort.  The  greatest  circumference  of  the 
abdomen  measured  41  ins.  The  child  was  lying  in  the 
second  position  of  the  breech,  but  the  breech  was  high  up 
above  the  brim,  which  was  unoccupied  by  any  foetal  part. 
In  the  brim  a  firm  mass  could  be  felt  indistinctly.  The 
cervix  was  out  of  reach,  a  large,  hard,  rounded  mass 
filling  up  the  pelvis.  No  attempt  was  made  to  push  the 
tumour  out  of  the  pelvis,  as  it  was  evident  that  even  if  it 
could  be  pushed  up  above  the  brim  it  would  still  obstruct 
delivery.  Dr.  Lewers  kindly  saw  the  patient  again,  and 
agreed  that  Caesarean  section  was  necessary. 

On  October  lltli,  about  four  days  before  the  expected 
date  of  labour,  I  operated,  performing  Caesarean  section. 
After  extraction  of  the  foetus,  placenta,  and  membranes 
the  tumour  was  pulled  out  of  the  pelvic  cavity,  coming  up 
with  a  "  sucking "  noise.  It  was  found  to  be  a  sessile 
subperitoneal  fibroid  about  the  size  of  a  cocoanut,  growing 
from  the  left  posterior  quarter  of  the  uterus  just  above 
the  cervix.  Its  base  of  attachment  was  about  four  inches 
in  diameter.  No  other  fibroid  could  be  seen,  so  I  decided 
to  remove  the  tumour  and  leave  the  uterus.  An  incision 
was  made  round  the  base  and  the  tumour  enucleated  with 
ease.    I  thought  that  there  was  no  communication  between 
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the  interior  of  the  uterus  and  the  myomectomy  wound,  but 
my  assistant  said  that  he  was  quite  certain  that  I  had 
opened  the  uterine  cavity.  However,  this  point  was  of 
no  importance,  as  is  shown  by  the  after-history  of  most 
cases  of  Csesarean  section.  There  was  fairly  free  bleeding 
from  the  myomectomy  wound,  easily  checked  by  a  few 
buried  catgut  sutures.  After  sewing  up  the  Csesarean 
section  wound  with  two  layers  of  interrupted  sutures  of 
chromicised  catgut,  I  closed  the  myomectomy  wound  in  the 
same  way.  The  wounds  were  now  of  about  equal  length. 
The  abdominal  wound  was  then  closed  in  the  ordinary  way. 
By  the  time  the  operation  was  over  blood  was  issuing 
from  the  vagina,  as  seems  to  be  usually  the  case  when 
Caesarean  section  is  performed  before  the  commencement 
of  labour,  the  cervix  having  been  dilated  by  the  con- 
tractions of  the  body  of  the  uterus. 

The  child,  a  male,  weighing  8^  lb.,  was  at  first  rather 
under  the  influence  of  the  anaesthetic,  chloroform,  but  cried 
lustily  after  a  few  hours.  The  mother  made  an  uninter- 
rupted recovery,  and  mother  and  child  left  the  hospital 
on  November  8th,  both  very  well. 

On  section  the  fibroid  was  seen  to  be  in  a  condition  of 
necrobiosis,  being  red,  rather  homogeneous  in  consistence, 
and  soft.     Microscopical  sections  stained  very  badly. 

I  think  that  this  case  is  of  interest  as  showing  the 
gradual  toleration  by  the  bladder  and  urethra  of  pressure 
which  caused  absolute  retention  of  urine  at  first.  There 
was  probably  more  tension  from  upward  stretching  of  the 
urethra  than  actual  mechanical  pressure.  Obstruction  to 
labour  caused  by  a  fibroid  in  the  lower  uterine  segment 
usually  necessitates  hysterectomy  ;  it  is  rarely  possible  to 
treat  such  a  case  by  myomectomy,  leaving  a  uterus  which 
is  still  capable  of  performing  all  its  natural  functions. 

Mr.  Alban  Doran  admitted  that  in  these  cases  of  fibroid 
complicating  pregnancy  Caesarean  section  was  preferred  by 
obstetricians  of  authority  to  myomectomy  earlier  in  gestation. 
Yet,  had  the  latter  operation  been  performed  in  Dr.  Eussell 
Andrews's  case,  the  chances   of  abortion  would  not  have  been 
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liigli,  the  patient  would  have  been  spared  several  months  of  dis- 
comfort, and  the  uterus  would  have  borne  but  one  wound  instead 
of  two. 

Dr.  Arthur  Giles  remarked  that  Dr.  Andrews'  case  was  of 
special  interest  in  view  of  Mr.  Doran's.  He  thought  that  Dr. 
Andrews  was  greatly  to  be  congratulated  on  his  management  of 
the  case ;  but  the  line  of  treatment  that  he  adopted  depended 
for  its  safety  on  the  possibility  of  keeping  the  patient  under 
observation,  for  otherwise  serious  trouble  might  threaten  at  the 
time  of  labour.  He  recalled  a  case  of  his  own  that  had  made  a 
deep  impression  on  him.  The  patient  entered  upon  labour 
without  any  abnormality  being  suspected  ;  her  medical  attendant 
found  that  there  was  some  obstruction  and  performed  podalic 
version,  and  then,  finding  that  he  could  not  extract,  made 
further  examination  and  found  a  tumour  behind  the  cervix  ;  he 
therefore  sent  the  patient  into  hospital.  When  he  (Dr.  Giles) 
saw  her  the  child  had  been  dead  about  two  hours,  but  it  was 
not  possible  to  extract  it  alive  or  dead,  because  the  hard  tumour 
left  very  little  space.  He  did  a  Caesarean  hysterectomy  and 
removed  also  a  fibroid  firmly  adherent  in  the  hollow  of  the 
sacrum.  Had  this  patient  been  operated  upon  early  in  her  preg- 
nancy, it  might  have  been  possible  to  not  only  conserve  the 
uterus,  but  also  save  the  child.  He  thought  they  would  all 
agree  that  a  fibroid  situated  in  the  upper  zone  of  the  uterus 
would  generally  be  best  left  until  after  delivery,  and  that  inter- 
ference should  usually  be  resorted  to  when  the  tumour  seemed 
likely  to  obstruct  labour.  He  had  seen  some  three  or  four  cases 
of  fibroids  in  the  upper  part  of  the  uterus  complicating  preg- 
nancy, and  had  judged  that  the  patients  could  be  allowed  to  go 
through  their  pregnancy  undisturbed,  and  he  had  operated  some 
weeks  after  labour. 

Dr.  Herbert  Spencer  asked  whether  it  would  have  been 
practicable  to  have  performed  myomectomy  without  Coesareau 
section.  He  had  himself  removed  a  seventeen-pound  myoma 
from  the  broad  ligament  a  few  hours  before  delivery  with  success 
in  the  case  of  the  mother,  the  child  being  apparently  dead  at  the 
time  of  the  operation.  Probably  in  Dr.  Andrews's  case  the 
smaller  size  and  the  position  of  the  tumour  would  have  caused 
difiiculty.  He  thought  tlie  treatment  of  the  case  had  been  most 
judicious. 

Dr.  Andrews,  in  reply,  said  that  he  had  not  performed  myo- 
mectomy when  he  first  saw  the  patient  l>ecause  he  tliouglit  that 
the  size  and  low  position  of  the  tumour  would  render  it  impos- 
sible to  remove  the  fibroid  without  removing  tlie  uterus  itself. 
The  tumour  must  have  been  twice  as  big  as  the  uterus  at  that 
time.  If  myomectomy  had  been  performed  at  two  mouths,  he 
thought  that  abortion  would  have  followed.  The  tumour  was 
larger  and  the  pregnancy  earlier  than  in  Mr.  Alban  Doran's  case. 
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The  fact  that  the  patient  lived  less  than  a  mile  away  from  the 
hospital,  so  that  she  could  be  kept  under  close  observation 
during  pregnancy,  had  weighed  with  him  in  advising  the  patient 
to  put  up  with  her  discomfort  if  possible.  To  have  performed 
myomectomy  at  full  term  or  during  labour  would  have  been 
impossible  without  making  an  abdominal  incision  from  the  pubes 
to  the  ensiform  cartilage,  as  it  would  have  been  necessary  to 
turn  the  uterus  completely  out  of  the  abdomen  before  the  fibroid 
could  have  been  removed.  Again,  he  would  have  been  very 
unwilling  to  make  a  large  wound  in  the  lower  uterine  segment 
at  the  beginning  of  labour.  Dr.  Andrews  wished  to  thank  Mr. 
Alban  Doran  and  Dr.  Giles  and  Dr.  Spencer  for  their  kind 
remarks  about  his  case. 
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THE  PRESENT  POSITION  OF  EXTERNAL  VERSION 
IN  OBSTETRICS  WITH  A  SUGGESTION  OF  A 
NEW  METHOD  OF  PERFORMING  IT. 

By  William  Rivers  Pollock,  M.D.Cantab.,  F.R.C.P., 

OBSTETRIC    PHYSICIAN    AND    LECTURER   ON    MIDWIFERY  AND  DISEASES   OP 
WOMEN,   WESTMINSTER   HOSPITAL. 

(Eeceived  October  17th,  1906.) 
{Abstract.) 

Its  present  position — 

On  the  Continent ;  in  America ;  in  England. 
The  time  for  performing  it. 

The  difficulties  to  be  overcome  to  make  the  operation  more 
generally  useful. 

Fundal  external  version. 
The  way  to  perform  it. 
Its  advantages. 
Comparing  it  with 

Bipolar  version. 

Internal  version. 
Its  disadvantages. 

The  position  of  external  version  in  obstetrics  at  the 
present  time  is  not  very  satisfactory.  Its  uses  and  the 
circumstances  under  which  it  can  bo  performed  are  both 
strictly  limited.  Most  of  the  authors — indeed,  I  may  say 
all  the  authors  of  the  recent  text-books  in  midwifery — 
take  the  view  that  external  version  is  only  applicable 
under    two    conditions — firstly,   when  tho   child  is   lying 
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transversely  or  obliquely ;  secondly^  when  the  child  is 
found  presenting  by  the  complete  breech,  early  in  the 
first  stage  of  labour,  with  the  membranes  unruptured. 
They  all  agree,  too,  in  the  fact  that  the  operation  is  by 
no  means  easy.  I  want  to  call  attention,  then,  in  the  first 
place  to  three  points  in  the  operation  : 

(1)  To  show  how  limited  its  present  use  is. 

(2)  To  show  the  difficulty  and  even  impossibility  of 
performing  it  at  times,  though  under  apparently  favour- 
able circumstances. 

(3)  To  point  out  the  manner  of  performing  the  opera- 
tion described  by  authors,  especially  with  regard  to  the 
position  of  the  mother. 

Wigand,  of  Hamburg,  was  the  physician  who  chiefly 
brought  the  operation  into  prominence  in  earlier  days. 
He  wrote  on  the  subject  in  1807,  but  his  work  was  little 
known  till  1843,  when  it  was  brought  into  prominence  by 
Hubert,  of  Louvain.  In  1815,  perhaps  it  should  also 
be  mentioned,  Mattel  helped  to  bring  the  subject  forward. 

Indications. — The  chief  indications,  and,  according  to 
most  authorities,  the  only  indications  are  (1)  The  oblique  or 
transverse  lie.  (2)  A  breech  presentation.  In  the  oblique 
or  transverse  lie  it  is  generally  approved,  chiefly  because 
it  is  a  simple  operation  which  can  be  safely  tried  even  if 
unsuccessful,  and  saves  the  patient  if  successful  from  a 
far  more  serious  operation  later  on.  With  regard  to  the 
second  indication,  there  is  by  no  means  the  same  uniformity 
of  opinion.  Some  authorities  say  that  a  breech  presentation 
is  a  normal  presentation  and  may,  therefore,  be  left  as 
such,  and  others  say  that  though  normal  it  is  decidedly 
more  serious  for  the  child  on  account  of  the  delivery  of 
the  after-coming  head,  and  for  the  mother  in  that  the 
labour  lasts  longer  and  more  manipulations  are  necessary. 
I  am  certainly  of  opinion,  as  well  as  my  colleagues  at 
Queen  Charlotte^s  Hospital,  that  when  a  breech  can  be 
converted  into  a  vertex  presentation  this  should  be  done. 
The  arguments  of  those  who  oppose  it  are — (a)  that  it  is 
often  impossible ;    [h)  that  it  is  useless  in  multiparas,  for 
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labour  takes  place  in  tliem  so  easily  owing  to  the  laxity 
of  the  soft  parts ;  (c)  that  it  is  impracticable  in  the 
majority  of  multiparse  on  account  of  the  resistance  of  the 
abdominal  and  uterine  walls. 

Pinard  looks  on  breech  presentation  as  an  absolute  indi- 
cation for  external  version. 

Budin  and  Tarnier  say  that  it  is  a  very  valuable  opera- 
tion in  breech  cases,  but  its  indications  are  limited  :  (1)  by 
the  frequent  changes  of  position  towards  the  end  of  preg- 
nancy ;  (2)  by  the  slightness  of  the  risk  run  by  the  infant 
when  the  woman  is  placed  in  advantageous  surroundings, 
as,  for  example,  when  the  labour  takes  place  in  a  lying- 
in  hospital  j  (3)  when  the  patients  are  attended  by  expe- 
rienced accoucheurs ;  (4)  by  the  difficulty  in  making  the 
foetus  turn  in  certain  primiparae  with  very  resistant  ab- 
dominal walls  ;  (5)  by  the  difficulty  of  retaining  the  new 
position  after  turning  from  breech  to  vertex  when  there  is 
excess  of  liquor  amnii. 

The  time  for  performing  it. — Wigand  advised  that  the 
operation  should  not  be  undertaken  till  the  woman  was  in 
labour,  early  in  the  first  stage,  with  the  membranes  un- 
ruptured. This  seems  to  me  to  be  hardly  the  time  to 
choose,  though  better  then  than  not  at  all.  We  know 
the  danger  of  the  waters  breaking  early  in  a  breech  case, 
because  the  breech  does  not  completely  fill  the  os  as  the 
vertex  does.  Also  these  manipulations  are  more  easily 
carried  out  when  the  child  is  not  quite  at  full  term.  This 
is  a  better  time  than  earlier,  for  if  done  at  the  thirtieth 
week,  say,  the  child  is  so  small  that  it  will  very  pro- 
bably revert  to  a  breech  presentation,  do  what  we  will. 
In  addition  to  this  we  know  that  the  child  moves  about 
freely  in  the  liquor  amnii  till  nearly  full  term,  and  thus 
we  give  the  child  the  chance  of  possibly  turning  itself 
without  our  aid. 

Again  I  quote  from  Budin  and  Tarnier:  "When  the 
breech  is  movable  at  the  brim  the  same  manoeuvres  are 
carried  on  as  for  a  transverse  presentation.  But  the 
operation  is  a  little  more  troublesome  when  the  breech  is 
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fixed  in  tlie  brim,  and  especially  wlien  the  legs  are 
extended.'^  In  such  a  case  one  must  start  by  disengaging 
the  breech.  The  hands  should  be  applied  on  either  side 
of  the  breech  of  the  child  and  by  pushing  alternately  on 
either  side  endeavour  to  disengage  it.  It  is  not  always 
possible.  Under  these  circumstances  Pinard  recommends 
the  introduction  of  a  finger  in  the  vagina  and  to  push 
upwards  and  to  one  side  of  the  pelvis  of  the  mother  the 
lower  pole  of  the  child.  But  even  this  can  fail.  In  one 
case,  when,  after  repeated  efforts_,  we  failed,  chloroform 
was  administered  and  the  whole  hand  was  introduced  into 
the  vagina  in  order  to  push  the  breech  out  of  the  brim, 
while  the  other  hand  was  placed  on  the  abdomen  and 
helped  to  disengage  it.  This  manoeuvre  was  effected 
and  the  turning  of  the  child  took  place  easily.  Pinard 
advises  in  these  circumstances  the  introduction  of  two 
fingers  or  the  whole  hand  into  the  vagina;  when,  of  course, 
the  patient  should  be  an^sthetised,  especially  if  a  primi- 
para.  They  (Budin  and  Tarnier)  call  attention  to  another 
difficulty  in  the  way  of  turning  the  child — namely  when 
the  head  gets  underneath  the  false  ribs  or  liver,  making 
it  difficult  to  get  at  it.  One  must  then  try  to  disengage 
it  either  by  movements  applied  to  the  breech,  they  say,  or 
by  placing  the  woman  on  her  side  or  in  the  genu-pectoral 
position.  Sometimes  in  primiparae  the  difficulties  are  in- 
surmountable. I  think  I  am  right  in  saying  that  when 
two  fingers  or  the  whole  hand  are  introduced  into  the 
vagina  we  pass  away  from  what  may  legitimately  be  called 
"external  version.^' 

I  have  now  shown — (1)  how  limited  is  the  present  use 
of  external  version ;  (2)  how  difficult  and  even  impossible 
it  is  to  perform  it  at  times,  even  under  apparently  favour- 
able circumstances. 

Now  we  pass  on  to  consider  the  third  point  in  the  opera- 
tion to  which  I  wish  to  call  attention,  viz.  (3)  the  manner 
in  which  the  operation  is  directed  to  be  performed,  especially 
with  regard  to  the  position  of  the  mother.  To  quote 
Winckel  (1906)  :    "The  woman  lies  on   her   back  in   the 
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horizontal  position,  with  the  legs  straight  or  slightly  flexed 
and  abducted.  The  head  is  moderately  raised."  There 
is  a  modification  of  this  position,  which  was  first  pointed 
out  by  Wigand,  of  Hamburg,  to  whom  I  have  already 
referred,  and  that  is,  the  placing  of  the  woman  on  that 
side  towards  which  the  part  to  be  made  to  present  is 
directed.  Spiegelberg  mentions  this  lateral  position  in 
his  book  on  '  Midwifery,'  saying  that  he  prefers  the  lateral 
position  to  any  other. 

We  find  the  following  statement  in  the  last  volume  of  the 
new  edition  of  WinckePs  work  (1906)  :  "External  version 
is  an  important  and  valuable  addition  to  our  scientific 
obstetrical  methods  and  should  be  employed  more  fre- 
quently than  it  is.'' 

In  America  we  find  the  works  on  midwifery  state  that 
the  woman  should  lie  on  her  back  for  this  operation,  with 
the  knees  flexed  and  separated. 

Dr.  Garrigues  speaks  somewhat  disparagingly  of  the 
operation  altogether,  and  says :  "  To  substitute  a  head 
presentation  for  a  breech  presentation  is  hardly  possible." 

In  Morris  and  Dickinson's  work  the  horizontal  dorsal 
decubitus  is  described  ;  they  recommend  that  the  head  and 
shoulders  be  moderately  raised. 

Dr.  Hirst,  of  Philadelphia,  also  mentions  this  treatment 
and  its  uses,  and  says  :  "  This  method,  while  successful  in 
a  fair  proportion  of  cases,  requires  often  an  expert's  skill, 
the  preservation  of  the  membranes,  thin,  flexible,  uterine 
and  abdominal  walls,  and  non-irritable  muscles." 

In  all  our  English  text-books  the  patient  is  made  to  lie 
on  her  back  with  the  knees  drawn  up. 

Dr.  Dakin  says :  ''  It  is  useful  when  the  hands  have 
been  arranged  on  the  foetus  to  place  the  woman  on  the  side 
towards  which  the  head  lies,  so  that  the  action  of  gravity 
may  help  to  bring  the  breech  over." 

I  would  now  ask.  From  what  do  the  real  difficulties  of 
the  operation  arise  ?  Certainly  from  want  of  laxity  of 
the  abdominal  muscles  ;  certainly  from  the  fact  that  tlio 
patient  may  strain  and  resist ;   but  more  important   than 
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either  of  these  causes  is  the  fact  that  the  lower  pole  of 
the  child  becomes  engaged  in  the  brim  of  the  pelvis^  from 
which  position  in  not  a  few  cases  it  is  almost  impossible 
to  dislodge  it. 

This  is  especially  the  case  in  incomplete  breech  presenta- 
tions, where,  owing  to  the  extension  of  the  thighs  on  the 
body  and  the  legs  on  the  thighs,  the  podalic  or  anal  end 
of  the  child  fits  most  readily  into  the  pelvis,  and  so  much 
so  that  in  some  cases  it  may  be  found  lying  nearly  on  the 
perinaeum  of  the  mother.  The  rigidity  of  the  muscles  of 
the  abdominal  wall  and  uterus  can,  if  necessary,  be  re- 
laxed by  angesthesia,  but  when  the  muscles  are  relaxed 
the  presenting  part  still  remains  in  some  cases  immovable 
low  down  in  the  pelvis,  as  in  the  case  mentioned  by  Budin 
and  Tarnier. 

The  method  I  am  now  about  to  describe  I  propose  to 
call  '^  fundal  external  version.-'^ 

It  is,  of  course,  an  assistance  to  have  the  bladder 
empty  and  the  rectum  unloaded,  but  this  is  not  an  abso- 
lute necessity.  The  all-important  point  is  the  position  of 
the  patient.  It  may  be  sufficient  to  place  the  patient  in 
the  Trendelenberg  position,  and  this  should  first  be  tried. 
The  easiest  way  to  enable  the  patient  to  assume  this  atti- 
tude is  the  method  described  by  Dr.  Herman  in  his  work 
on  ^Difficult  Labour.^  "Place  on  the  bed  a  chair  resting 
on  its  top  rail  and  the  front  of  its  seat,  having  first 
pinned  a  towel  over  its  legs.  The  patient  is  then  placed  on 
the  back  of  the  chair,  her  knees  being  supported  by  the 
towel.  In  this  position  the  fundus  becomes  the  lowest 
part  of  the  uterus."  If  this  does  not  produce  the  desired 
effect,  the  attendant  must  stand  on  the  patient^s  bed,  and, 
grasping  her  by  the  ankles,  lift  her  up  so  as  to  raise  the 
thighs  and  pelvis  till  the  uterus  is  nearly  vertical,  with 
the  cervix  uppermost,  the  fundus  below.  It  will  be  obvious 
that  anaesthesia  will  be  of  great  advantage  in  carrying  out 
these  manipulations,  though  not  by  any  means  always 
absolutely  necessary.  If  two  or  three  folds  of  blanket 
are  wrapped  round  the  patient  from  the  symphysis  pubis 
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to  her  feet,  it  will  avoid  needless  exposure  and  keep  the 
patient  warm. 

The  child  will  now  fall  immediately  to  the  fundus,  and 
will  remain  clear  of  the  pelvic  brim.  Now  place  the  right 
hand  over  the  lower  pole  of  the  child  to  prevent  it  from 
again  becoming  lodged  in  the  pelvic  brim.  The  patient 
can  be  placed  flat  on  her  back  or  on  her  side,  when  the 
ordinary  methods  of  external  version  may  be  employed. 
Definite  and  energetic  movements  with  the  hands  are  far 
more  likely  to  be  successful  in  altering  the  position  of  the 
child  than  gentle  pushes,  though  in  some  cases  the  latter 
are  quite  sufficient.  The  most  satisfactory  position  into 
which  to  get  the  child  is  the  transverse  lie,  and  to 
change  this  position  into  the  cephalic  or  podalic  lie,  as  the 
operator  may  think  best,  moving  the  child  in  a  horizontal 
plane.  In  some  cases  it  is  difficult  to  get  the  child  to 
move  in  this  plane,  especially  when  the  uterine  walls  are 
imperfectly  relaxed  or  the  child  large  ;  then  efforts  may 
be  made  to  move  the  child  in  a  vertico-horizontal  plane. 
When  in  the  position  required  the  child  may  be  fixed 
with  pads  and  bandages,  if  thought  desirable  to  do  so. 

It  is  a  simple,  harmless  method  of  procedure,  in  some 
cases  exceedingly  easy  to  carry  out,  and  incurs  no  risk 
whatever  of  sepsis.  The  first  case  in  which  I  tried  it 
struck  me  very  much.  I  was  examining  a  young  primi- 
para  about  four  weeks  before  labour  was  due,  and  found 
the  child  lying  as  a  breech  presentation  with  the  legs 
extended.  An  anassthetic  was  administered  as  soon  as 
the  legs  and  the  pelvis  were  raised  right  up  ;  the  child 
fell  almost  like  a  stone  to  the  fundus.  The  child  was 
small,  and  there  was  a  good  deal  of  liquor  amnii,  which 
made  the  experiment  more  striking.  The  mere  fact  that 
the  breech  fits  so  readily  into  the  pelvis  means  that  it 
will  equally  readily  leave  it  in  the  presence  of  favourable 
circumstances. 

May  I  compare  fundal  external  version  favourably  or 
unfavourably  with  bipolar  version  ?  I  am  inclined  to 
think,   very  favourably. 
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Those  wlio  have  performed  bipolar  version  most  fre- 
quently best  know  the  extreme  difficulties  of  the  opera- 
tion at  times,  and  how  protracted  the  manipulations  may  be. 

They  know,  too,  the  considerable  haemorrhage  that 
occurs  during  the  process  of  turning  the  child  in  a  case 
of  placenta  previa,  where  the  manipulations  of  the 
internal  fingers  must  of  necessity  to  a  greater  or  less 
extent  separate  the  placenta,  situated,  as  it  is,  at  the 
lower  pole  of  the  uterus,  and  thereby  considerably  increase 
the  hgemorrhage.  In  performing  fundal  external  version 
the  patient  is,  during  the  dislodgment  of  the  child,  in  the 
best  attitude  for  sustaining  shock,  and  when  the  podalic 
end  of  the  child  has  reached  the  lower  zone  of  the  uterus, 
the  foot  can  be  readily  seized  and  brought  down  after  the 
membranes  have  been  ruptured.  Again,  if  the  membranes 
are  already  ruptured,  the  patient,  if  kept  in  the  vertical 
or  more  comfortable  Trendelenberg  attitude,  is  put  in  the 
best  position  for  retaining  the  liquor  amnii,  the  presence 
of  which  is  so  essential  to  facilitate  the  manipulations 
carried  on  by  the  hands  externally  through  the  abdominal 
walls.  If  the  liquor  amnii  is  small  in  amount,  the  patient 
may  again  by  this  method  be  kept  in  a  position  in  which 
the  fundal  zone  is  the  lowest ;  the  liquor  amnii  will  at  once 
gravitate  to  the  fundus  and  remain  there,  and  by  its 
presence  considerably  aid  the  necessary  manipulations. 
Again,  is  it  internal  version  we  wish  to  perform,  when 
the  whole  hand  and  part  of  the  arm  are  carried  into 
the  uterine  cavity,  wdth  danger  of  sepsis  ?  Whenever  it 
can  be  done  perform  fundal  external  version,  and  having 
brought  the  podatic  pole  of  the  foetus  over  the  os  uteri, 
rupture  the  membranes,  and  seize  a  leg,  which  is  easily 
brought  down  into  the  vagina. 

The  disadvantages  and  dangers. — The  dangers,  we  may 
say,  are  nil  if  the  manipulations  are  carried  on  as  they 
should  be.  I  have  already  had  one  case  where  in  my 
opinion  the  labour  was  brought  on  by  this  operation.  The 
legs  were  extended,  the  child  was  lying  deep  down  in  the 
pelvis.    There  was  a  fair  amount  of  liquor  amnii:  the  child 
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was  small,  but  so  was  the  mother.  On  holding  the  mother 
up  by  the  feet  the  child  fell  readily  to  the  fundus,  and  with 
a  certain  amount  of  force.  Version  was  completed,  but 
within  forty-eight  hours  labour  came  on.  The  operation 
took  place  just  about  four  weeks  from  term,  which  may 
possibly  account  for  the  oncoming  of  labour,  for  it  is 
generally  agreed  amongst  obstetricians  that  the  uterus  is 
more  irritable  at  the  menstrual  epochs  during  pregnancy. 
I  am  afraid  my  experience  is  not  sufficiently  extensive  to 
speak  definitely,  but  I  am  inclined  to  think  that  this  opera- 
tion may  occasionally  bring  on  labour.  Probably,  there- 
fore, it  would  be  a  good  plan  to  avoid  performing  fundal 
external  tension  at  the  time  of  a  menstrual  epoch.  I 
cannot  conclude  without  thanking  Dr.  Williamson  and 
Dr.  Longridge  for  kindly  helping  me  in  looking  up  the 
literature  of  external  version. 
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Dr.  Champneys  said  that  all  would  be  glad  to  have  new 
methods  of  dislodging  the  foetus  from  the  pelvis  iu  the  perform- 
ance of  external  version.  The  method  adopted  with  success  by 
Dr.  Pollock  seemed  to  bim  to  require  some  explanation,  and 
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also  testing  against  otlier  methods.  As  regards  tlie  first,  it 
struck  the  speaker  that  the  position  of  the  legs  of  the  patient 
was  not  essential ;  it  was  the  position  of  the  trunk,  and  especially 
of  the  pelvis,  that  mattered.  In  the  erect  position  the  brim  of 
the|  pelvis  was  inclined  to  the  horizon  at  an  angle  of  some  60°. 
In  the  inverted  position  it  would  still  be  inclined  at  that  angle 
to  the  horizon.  In  the  genu-pectoral  position,  however,  if 
properly  arranged,  the  brim  of  the  pelvis  pointed  vertically 
downwards.  He  (the  speaker)  wanted  to  know,  under  these 
circumstances,  why  the  inverted  position  (suspension  by  the 
legs)  was  superior  to  the  genu-pectoral  position.  In  the  second 
place,  he  would  like  to  know  whether  it  was,  as  a  fact,  superior  to 
that  position.  To  do  this  it  would  be  necessary  to  test  one 
against  the  other,  and  even  against  the  Trendelenberg  position. 
He  would  like  a  series  of  cases  in  which  the  method  of  suspen- 
sion by  the  legs  was  successful  after  the  other  two  methods  had 
failed. 

Dr.  Herman  asked  Dr.  Pollock  in  how  many  of  his  cases  the 
Trendelenberg  position  alone  had  not  been  enough,  and  he  had 
had  to  have  the  patients  raised  by  the  heels.  It  appeared  to 
him  that  in  the  Trendelenberg  position  the  long  axis  of  the 
uterus  was  horizontal ;  and  therefore  he  should  not  have  expected 
it  to  accomplish  what  Dr.  Pollock  wished  to  bring  about. 

Dr.  Herbert  Spencer  said  that  the  subject  of  external 
cephalic  version  of  breech  cases  had  interested  him  for  many 
years.  He  had  published  a  paper  on  the  subject  five  years  ago 
in  the  '  British  Medical  Journal '  in  which  he  recommended  the 
operation  towards  the  end  of  pregnancy  and  especially  at  seven 
and  a  half  months.  The  operation  at  that  period  was  usually 
easy,  and  could  be  performed  sometimes  in  a  few  seconds  with 
the  patient  in  the  dorsal  position  ;  after  this  date,  especially 
in  primiparse,  the  operation  became  increasingly  difiicult  and 
was  usually  impossible  at  term  or  during  labour.  The  raising 
of  the  pelvis  certainly  seemed  from  the  remarkable  series  of 
cases  in  the  table  to  facilitate  the  operation  of  external  version ; 
but  he  (Dr.  Spencer)  noted  that  none  of  the  patients  were  at 
term,  and  he  asked  the  author  whether  he  believed  the  same 
results  were  obtainable  at  term  or  in  labour,  as  it  was  then  that 
the  real  difficulty  occurred.  Dr.  Spencer  did  not  think  that 
the  author's  method  could  be  said  to  be  altogether  new.  Eleva- 
tion of  the  pelvis  and  legs  and  cephalic  version  during  labour 
were  recommended  by  Hippocrates,  who  advised  the  employment 
of  two  men  for  the  purpose  of  raising  the  patient,  one  for  each 
foot.  And  in  the  sixteenth  century  shaking  or  rolling  move- 
ments (yolutatio)  to  turn  the  child  while  the  patient  was  in  this 
position  were  recommended  by  Scipio  Mercurio,  Eucharius 
Rhodion,  Eueff,  and  Eaynalde.  In  1830  F.  B.  Osiander,  speak- 
ing of  the  cephalic  version  (the  oldest  kind  of  version  in  mid- 
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wifery)  as  described  in  the  Hippocratic  writings,  says  that  the 
woman  was  raised  up  by  the  feet  and  shaken,  or  she  was  bound 
to  a  bedstead,  the  head-end  of  which  was  stuck  in  the  ground. 
And  in  1883  Charpentier,  speaking  of  the  more  or  less  barbarous 
procedures  employed  by  the  Japanese  and  Mexicans  to  bring  the 
child  to  present  by  the  head,  wrote  :  "  Amongst  the  Mexicans  the 
women  after  the  seventh  month  are  subjected  to  an  external 
massage  to  force  the  foetus  to  present  by  the  head,  and  if  this 
procedure  does  not  succeed  they  are  tui-ned  upside  down  (on  les 
renverae)  with  the  head  below,  are  seized  by  the  legs,  and  shaken 
until  the  child  presents  by  the  head."  Dr.  Spencer  agreed  with 
Dr.  Champneys  as  to  the  direction  of  the  axis  of  the  uterus. 
The  axis  was  not  vertical  when  the  patient  was  held  up  by 
the  feet  or  raised  in  the  Trendelenberg  position  ;  it  became 
vertical  in  the  knee-chest  position,  which  also  was  a  very 
old  position  for  version;  the  direction  of  the  uterine  axis  was 
dependent  on  the  position  of  the  patient's  body  and  was  quite 
independent  of  the  condition  of  the  abdominal  wall.  Dr. 
Spencer  thought  it  would  be  very  laborious  work  holding  up  a 
heavy  woman  by  the  ankles,  and  the  necessity  for  assistants  and 
the  unusual  position  would,  he  thought,  militate  somewhat 
against  the  method  in  private  practice.  He  asked  the  author 
whether  in  premature  cases  the  same  advantages  might  not  be 
obtained  by  the  Trendelenberg  or  the  knee-chest  position.  Dr. 
Spencer  noticed  that  in  the  case  described  in  the  paper  (a  young 
primipara  with  a  small  child  and  a  good  deal  of  liquor  amnii 
about  four  weeks  before  labour  was  due)  an  anaesthetic  was 
administered,  and  as  soon  as  the  legs  and  the  pelvis  were  raised 
right  up  **  the  child  fell  almost  like  a  stone  to  the  fundus."  This 
description  would  not  apply  to  an  ordinary  case  at  term  with  a 
normal  amount  of  liquor  amnii,  for  the  child  in  such  cases  is  in  con- 
tact with,  or  but  slightly  separated  from,  the  fundus.  It  appeared 
to  him  that  in  such  a  case  the  only  way  in  wliich  the  lower  pole 
of  the  foetus  could  rise  out  of  the  pelvis  was  by  stretching  or 
falling  of  the  uterus  in  the  raised  position,  and  it  appeared 
difficult  to  understand  how  this  would  occur  to  any  considerable 
extent  in  a  patient  pregnant  or  in  labour  at  term.  He  hoped 
the  author  would  be  able  to  furnish  them  with  information  on 
this  important  point. 

Dr.  Williamson  said  that  he  had  employed  this  method  in  a 
modified  form.  Dr.  Pollock  had  suggested  it  to  him  some 
months  ago  with  the  request  that  he  would  try  it  if  an  oppor- 
tunity occurred.  Six  weeks  ago  he  was  asked  to  see  a  lady  in  the 
ninth  month  of  her  first  pregnancy,  because  a  breech  presenta- 
tion had  been  diagnosed.  He  attempted  the  operation  of  external 
version  with  the  patient  in  the  dorsal  decubitus ;  the  attempt 
failed  because  the  presenting  part  could  not  be  disengaged  from 
the  pelvis.     The  patient  was  then  placed  in  the  Trendelenberg 
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position  over  tlie  back  of  a  chair  as  suggested  by  Br.  Herman  in 
his  book  on  '  Difficult  Labour ' ;  in  this  position  version  was  per- 
formed easily.  Labour  ensued  a  fortnight  later,  and  the  child 
presented  by  the  vertex.  In  answer  to  Dr.  Spencer's  criticism, 
he  could  say  that  pelvis  and  child  were  of  normal  size  and  there 
was  no  excess  of  liquor  amnii,  but  he  distinctly  felt  the  foetus 
sink  down,  so  that  the  buttocks  were  clear  of  the  pelvic  brim. 

Dr.  C.  Nepean  Longeidge  stated  that  during  six  months  it 
was  his  good  fortune  to  examine  the  primigravidse  who  came  to 
Queen  Charlotte's  Hospital  for  examination.  He  had  turned 
numerous  breech  cases,  and  had  employed  the  Trendelenberg 
position  on  three  occasions.  In  cases  where  the  liquor  amnii 
had  drained  away  he  asked  if  the  position  advocated  by  Dr. 
Pollock  would  not  allow  of  artificial  liquor  amnii  being  poured 
into  the  uterus  and  so  facilitate  the  manoeuvres  of  version  ? 

Dr.  Pollock:  replied  and  said  that  he  had  tried  the  genu- 
pectoral  position  in  one  case,  the  last  of  the  series,  as  had  been 
suggested  to  him  by  Dr.  Champneys,  but  the  lower  pole  of  the 
child  did  not  in  that  attitude  move  out  of  the  pelvis.  Moreover 
it  was  most  difficult  in  the  position  to  get  at  the  child  to  push  it 
towards  the  fundus,  as  one  could  easily  do  in  the  vertical  or 
Trendelenberg  position  when  the  abdomen  was  freely  exposed. 
He  said  that  he  thought  the  genupectoral  position  failed 
because  a  vertical  line  drawn  from  the  front  of  the  sacrum, 
where  the  cervix  would  normally  lie,  to  the  anterior  abdominal 
wall  would  at  most  only  measure  6  in.,  unless  the  abdominal 
walls  were  very  relaxed.  The  uterus  at  full  term  measures 
12  m.,  and  therefore  the  fundus  could  not  fall  into  the  vertical 
position.  Dr.  Pollock  was  interested  to  hear  how  old  was 
the  method  of  shifting  the  mother's  attitude  in  the  hope  of 
changing  the  position  of  the  child.  In  the  fifteen  cases  reported 
there  was  no  tendency  for  the  child  to  revert  to  a  breech  pre- 
sentation ;  if  this  tendency  existed  a  pad  on  either  side  of  the 
uterus  and  a  binder  would  be  of  use.  Dr.  Pollock  said  he  was 
much  interested  to  hear  that  Dr.  Williamson  had  observed  in 
his  case  the  same  falling  of  the  child  when  the  fundus  was 
lowered  as  had  been  described  in  the  paper. 


DECEMBER  5th,  1906. 

W.  R.  Dakin,  M.D.,  President,  in  the  Chair. 

Present — 43  Fellows  and  4  visitors. 

Books  were  presented  by  Dr.  H.  Russell  Andrews  and 
by  the  Clinical  Society. 

Douglas  Drew,  B.S.,  F.R.C.S.,  was  admitted  a  Fellow  of 
the  Society. 

Albert  Richard  Henchley,  M.D.  (Canterbury),  and 
Eric  E.  Young,  M.S.  (Stoke-on-Trent)  were  declared 
admitted. 

The  follo^ving  gentlemen  were  elected  Fellows  of  the 
Society:  Thomas  Reginald  St.Jolmston,M.R.C.S.,L.R.C.P.; 
Eardlcy  L.  Holland,  M.B.,  B.S.Lond.,  F.R.C.S.Eng. 

The  following  candidates  were  proposed  for  election  : 
Percy  Cecil  Parker  Ingram,  M.B.,  B.S.Lond. ;  Herman 
Stedman,  M.D.Cincinnati,  F.R.C.S.Edin. 


Repoi't  of  the  Pathology  Committee  on  Dr.  C.  Hubert 
Roberts^  Specimen  of  a  Curious  Case  of  Cancer  of 
the  Uterus  [seep.  311). 

We  have  examined  this  specimen  and  tlic  microscoj)ic 
sections  prepared  from  it,  and  agree   with  the  exhibitor 
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that  both  growths  in  the  uterus  are  cancer  and  identical 
in  structure  for  the  type  of  columnar-celled  carcinoma. 
The  lower  and  larger  growth  lies  at  the  os  internum, 
invading  the  upper  part  of  the  cervix  and  the  lower  part 
of  the  body  of  the  uterus  in  such  a  way  as  to  make  it 
impossible  to  decide  whether  the  growth  was  cervical  or 
corporeal  in  origin. 

(Signed)   C.  Hubert  Egberts. 

CoRRiE  Keep. 

W.  S.  A.  Griffith,  Chairman. 


CALCIFIED  07ARIAN  FIBROMA. 

Shown  by  Dr.  Handfield- Jones. 

Dr.  Handfield-Jones  showed  a  specimen  of  ovarian 
fibroma.  The  tumour  weighed  about  7  lb._,  and  was 
removed  from  a  young  girl,   aged   19. 

During  the  last  two  years  the  patient  had  noticed  a 
steady  increase  in  the  size  of  her  abdomen,  but  her 
general  health  had  remained  fairly  good.  Menstruation 
was  free,  but  not  excessive  or  painful.  The  most  re- 
markable point  about  the  tumour  was  the  degree  to  which 
calcification  had  advanced.  It  was  impossible  to  cut  the 
tumour  with  a  knife,  and  it  was  necessary  to  employ  a  saw 
to  divide  it. 

Sections  had  been  obtained  for  microscopical  exami- 
nation by  soaking  a  small  portion  in  acetic  acid,  and 
examination  of  these  slides  showed  the  growth  to  be  a 
pure  fibroma.  When  the  peritoneal  cavity  was  opened 
three  pints  of  ascitic  fluid  were  found  to  be  present.  The 
girl  had  made  an  easy  convalescence,  and  there  had  been 
no  sign  of  any  recurrence  of  growth. 
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THREE  CASES  OF  MYOMATOUS  UTERI  BLEEDING 
AFTER  THE  MENOPAUSE. 

(With  Plate  XXVII.) 

By  Dr.  Herbert  Spencer. 

Dr.  Herbert  Spencer  showed  three  myomatous  uteri 
removed  by  total  abdominal  hysterectomy  for  haemorrhage 
occurring  eighteen  years,  seven  years,  and  four  years 
after  the  menopause. 

Case  1  (see  Plate  XXVII).— E.  B— ,  aged  62,  single,  was 
seen  at  University  College  Hospital  on  December  3rd,  1904. 
A  swelling  had  been  noticed  in  the  abdomen  for  many 
years.  Menstruation  had  been  regular  and  painless  up  to 
the  age  of  forty-four,  when  the  menopause  occurred.  Six 
years  ago  the  patient  had  an  attack  of  haemorrhage  and  had 
several  times  during  the  last  seven  years  lost  a  "  spot  ^'  of 
blood.  She  had  during  the  last  month  lost  a  large  quantity 
of  brownish  blood,  which  had  rendered  her  very  anaemic. 
There  was  a  uterine  tumour  extending  in  the  abdomen  up 
to  an  inch  and  a  half  above  the  umbilicus. 

The  diagnosis  was  uterine  fibroid  with  submucous  growth 
and  endometritis.  The  diagnosis  of  submucous  fibroid  was 
based  on  the  large  quantity  of  brown  blood  lost,  which 
pointed  to  the  existence  of  a  large  uterine  cavity.  Cancer 
was  tliought  not  to  be  present,  as  this  blood  was  not  offensive. 

The  uterus  was  removed  by  total  abdominal  hysterectomy 
(Doyen's  method)  on  December  13th,  1904.  The  patient 
recovered  well,  although  she  had  slight  left-sided  parotitis, 
which  subsided  without  suppuration.  She  was  seen  on 
July  12th,  190G,  and  was  quite  well  and  free  from  pain. 

The  uterus  (see  Plate  XXVII)  weighed  3  lb.  6  oz.,  and 
contained   a   subperitoneal    fibroid   in   the   posterior   wall 
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1*6  cm.  in  diameter  and  two  interstitial  fibroids  in  the  upper 
anterior  cervical  wall,  the  larger  being  only  of  the  size  of  a 
pea.  The  uterus  was  mainly  enlarged  by  a  large  submucous 
myoma  11 '5  cm.  by  12  cm.  in  diameter.  This  submucous 
tumour  was  in  a  state  of  marked  mucous  degeneration, 
showing  irregular  cavities  all  over  its  cut  surface.  The 
mucous  membrane  was  perfectly  smooth  and  contained  no 
growth;  it  was  thin  and  atrophied,  and  appeared  as  a  mere 
line  on  section.  The  surface  was  deeply  stained  in  places, 
probably  by  imbibition  of  blood  from  the  cavity.  The 
cavity  of  the  body  was  distended  by  blood  to  the  extent 
of  2  cm.  on  sagittal  section. 

Under  the  microscope  the  mucous  membrane  was  repre- 
sented by  a  thin,  dense  layer  of  cells  with  oval  and 
spindle-shaped  nuclei.  The  surface  epithelium  was  cubical 
or  flattened,  and  in  places  had  disappeared.  Only  a  few 
glands  (two  in  a  quarter  of  an  inch  of  mucous  membrane) 
remained,  close  beneath  the  epithelium ;  some  of  these 
glands  had  their  long  axis  running  parallel  with  the 
surface.  The  cells  lining  these  glands  were  columnar  or 
cubical.  On  making  serial  sections  of  a  small,  dark  spot 
in  the  mucosa  it  was  found  that  the  colour  Avas  due  to 
blood  contained  within  a  gland,  and  probably  forced  into 
it  by  the  intra-uterine  pressure. 

Case  2. — E.  W — ,  aged  50,  single,  was  admitted  to 
University  College  Hospital  on  June  5th,  1905,  complain- 
ing of  severe  pain  above  the  pubes,  which  occurred  in 
unbearable  paroxysms.  There  was  also  a  yellow  discharge 
from  the  uterus,  sometimes  oifensive  and  stained  with 
blood.  Those  symptoms  had  been  present  for  twelve 
months.  Menstruation  commenced  at  sixteen  and  ceased 
at  forty-six.  It  was  always  regular,  not  excessive,  and 
was  painful  during  the  first  day  of  the  period. 

On  examination  the  vagina  was  very  narrow  and  the 
uterus  was  of  twice  its  normal  bulk.  The  diagnosis  was 
carcinoma  of  the  body  of  the  uterus. 

At  the  operation,  on  June   13th,  1905,  the  cervix  was 
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DESCRIPTION  OF  PLATE  XXVIi; 

Illustrating  Dr.  Herbert  Spencer's  three  cases  of  Fibro- 
myomatous  Uteri  with  HaBmorrhage  after  the  Meno- 
pause.    (Case  1  :  two-thirds  natural  size.) 

The  cervix  contains  two  small  fibroids  in  the  upper  part  of  the  anterior 
wall,  and  a  larger  one  in  the  posterior  wall  of  the  lower  segment.  A 
large  sessile  submucous  tumour  is  seen  in  the  body  in  an  advanced  stage 
of  mucous  degeneration.  The  cavity  is  distended  (by  blood-clot,  which 
has  been  removed).  The  endometrium  is  atrophied,  and  shows  black 
staining  in  patches.  Some  of  the  staining  is  due  to  imbibition  of  blood 
contained  in  the  cavity  of  the  body ;  but  one  small  stained  patch  on 
microscopic  section  showed  blood  in  a  dilated  gland  cavity,  the  long  axis 
of  which  was  parallel  to  the  surface  of  the  endometrium. 


Plate  XXVIL 
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Illustrating   Dr.  Herbert  Spencer's  three  Cases  of  Fibro-myomatous  I'teri  with 
Ha;morrhage  after  the  Menopause  (Case  i). 


Aiilard  ^  Son,  Imp*. 
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closed  by  a  stout  ligature  tied  round  it  in  a  groove  made 
by  the  galvano-cautery  and  also  by  means  of  a  strong 
volsella.  The  uterus  was  then  removed  by  the  abdomen 
and  the  peritoneum  was  closed  by  a  purse-string  suture. 
The  patient  recovered  well. 

The  uterus  was  slightly  enlarged  and  its  walls  slightly 
increased  in  thickness.  In  the  right  side  of  the  lower 
segment  was  an  interstitial  fibroid  of  the  size  of  a 
walnut,  not  seen  in  the  sagittal  section.  In  the  cavity 
of  the  body,  especially  on  the  posterior  wall  above  and 
the  anterior  wall  below,  was  seen  a  fungating  growth 
showing  a  spongy  surface  on  section  owing  to  the  presence 
of  small  cysts.  The  base-line  of  the  growth  was  even ; 
the  growth  was  5  mm.  thick. 

Under  the  microscope  the  mucous  membrane  consisted  of 
alarge  overgrowth  of  glands  lined  with  columnar  epithelium. 
The  interglandular  tissue,  which  was  abundant,  consisted 
of  densely-packed  cells,  with  spindle-shaped  and  oval 
nuclei ;  in  the  deeper  parts  it  was  infiltrated  with  small 
round  cells.  The  surface  epithelium  of  the  mucous 
membrane  was  columnar  or  cubical.  The  glands  near 
the  surface  were  not  dilated,  or  but  slightly  so ;  the 
columnar  epithelium  of  these  glands  stained  darkly  and 
indistinctly ;  the  deeper  parts  of  the  glands  were  dilated 
to  form  small  cysts  ;  the  columnar  epithelium  in  these  was 
desquamating  ;  probably  this  desquamation  was  due  to 
the  specimen's  having  been  kept  uncut  in  formalin  solu- 
tion. There  appeared  to  be  a  distinct  line  of  demarcation 
between  the  endometrium  and  the  muscular  tissue  of  the 
uterine  wall,  which  was  not  invaded  by  the  glands.  There 
was  no  proliferation  of  the  epithelium  of  the  glands.  The 
endometrium,  therefore,  was  hypertrophied  and  cystic. 

Case  3. — M.  C — ,  aged  GO,  single,  was  admitted  to 
University  College  Hospital  on  July  20th,  190G,  for  ab- 
dominal pains  and  uterine  haemorrhage  of  a  fortniglit's 
duration.  The  menopause  occurred  six  or  seven  years 
ago.       In    several    years    the    patient    had    occasionally 
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noticed  brownisli  stains  on  her  linen^  which  she  thought 
came  from  the  vagina.  Menstruation  commenced  at  15 ; 
it  had  always  been  excessive  and  accompanied  with 
severe  dysmenorrhoea. 

The  uterus  was  felt  to  be  of  the  size  of  the  pregnant 
organ  at  2 J  months.  A  hard  body,  larger  than  an  ovary, 
was  felt  attached  to  the  uterus  on  the  right  side. 

The  diagnosis  was  cancer  complicating  fibroids,  or 
possibly  with  a  secondary  deposit  in  the  right  ovary. 
At  the  operation  on  July  24th,  1906,  a  strong  ligature  was 
tied  around  the  cervix  in  a  circular  groove  cut  round  the 
cervix  with  the  galvano-cautery.  The  uterus  and  appen- 
dages were  then  removed  by  the  abdomen  by  a  modified 
Doyen^s  operation.  The  patient  recovered  well,  and  left 
the  hospital  on  August  21st,  1906. 

The  uterus  was  of  the  size  of  a  small  fist,  and  contained 
a  large  number  of  fibroids,  twelve  of  which  could  be  counted 
on  the  median  sagittal  section.  In  the  middle  of  this 
section  was  a  sub-mucous  tumour,  measuring  5  cm.  by 
2*5  cm.,  attached  by  a  pedicle  1  cm.  thick  to  the  anterior 
wall.  This  growth  was  surrounded  by  blood-clot,  which 
filled  the  cavity  of  the  body.  In  the  right  side  of  the 
lower  segment  was  a  somewhat  larger  interstitial  growth, 
displacing  the  lower  corporeal  canal  to  the  left.  The 
blood-vessels  seen  on  the  median  section  were  full  of 
blood,  and  slight  haemorrhage  had  occurred  into  the 
capsule  of  two  of  the  interstitial  tumours. 

The  right  appendages  were  normal ;  the  left  tube  was 
distended  by  blood  to  the  size  of  a  little  finger.  This 
blood  was  probably  reflex  blood  from  the  uterine  cavity  ; 
the  uterine  end  of  the  tube,  however,  was  not  distended  ; 
the  wall  of  the  distended  part  was  thin. 

The  mucous  membrane  of  the  body  was  smooth,  ex- 
cept for  adherent  blood.  There  was  no  growth  in  the 
endometrium,  which  was  very  thin,  and  existed  only  as  a 
line  to  the  naked  eye.  At  one  spot  the  endometrium 
was  a  little  raised,  and  here  a  section  showed  the  epithe- 
lium to  be  intact,  cubical  in  shape,  and  raised  over  slight 
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papillary  projections  of  the  stroma.  The  stroma  of  the 
mucous  membrane  consisted  of  spindle-cells  which  had 
undergone  hyaline  degeneration.  The  glands  were  few  in 
number^  and  some  of  them  were  dilated  into  cysts.  The 
epithelium  of  the  glands  was  columnar^  cubical,  or  flattened 
according  to  the  size  of  the  lumen  of  the  glands.  The 
mucous  membrane  at  the  thickened  part  was  less  than 
1  mm.  in  thickness ;  elsewhere  it  was  extremely  atrophied, 
consisting  of  little  but  the  epithelial  layer. 

Dr.  Spencer  said  he  thought  that  these  cases  were  of 
some  interest^  as  haemorrhage  after  the  menopause  from 
myomatous  uteri  was  often  indicative  of  the  development 
of  cancer  in  the  endometrium.  In  two  of  the  cases  shown 
(with  sub-mucous  myomata)  the  mucous  membrane  was 
atrophied ;  in  the  third  it  was  hypertrophied. 

Hysterectomy  seemed  a  severe  operation  for  the  con- 
dition revealed  after  removal  of  the  uterus,  but  the  difii- 
culty  of  exploring  myomatous  uteri  long  after  the 
menopause  was  very  great,  and  there  was  a  good  chance 
that  cancer,  if  present,  might  be  overlooked  in  the  en- 
larged tortuous  cavity.  He  thought,  therefore,  that  unless 
the  hsemorrhage  was  clearly  due  to  a  polypus,  the  myomatous 
uterus  bleeding  after  the  menopause  should  be  removed. 

Dr.  H.  E.  Andrews  said  that  he  had  recently  operated  on  a 
patient  aged  60,  who  had  had  haemorrhage  severe  enough  to 
cause  grave  anaemia  three  years  after  the  menopause.  The  uterus 
contained  several  fibroids,  one  of  them  bulgiog  into  the  uterine 
cavity,  but  there  was  no  thickening  of  the  endometrium  and  no 
evident  explanation  for  the  bleeding. 

Dr.  Eden  said  that  he  had  also  met  with  cases  of  post- 
climacteric haemorrhage  associated  with  atrophy  of  the  endo- 
metrium, and  asked  Dr.  Spencer  if  he  had  any  suggestion  to 
offer  as  to  the  causation  of  the  bleeding  under  such  circum- 
stances. In  earlier  life  fibroid  tumours  were  commonly  asso- 
ciated with  hypertrophy  of  the  mucous  membrane,  and  haemor- 
rhage was  usually  attributed  in  such  cases  to  the  abnormal 
condition  of  the  endometrium.  But  this  view  was  difficult  to 
reconcile  with  those  cases  which  showed  that  haemorrhage  might 
equally  well  occur  from  an  atrophied  mucosa. 

Dr.  Spencer,  in  reply,  said  he  thought  it  was  possible  that 
the  presence  of  the  fibroids  interfered  with  the  return  of  venous 
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blood  and  so  produced  congestion  of  the  mucosa.  There  was 
actual  effusion  of  blood  around  several  of  the  tumours  in  one  of 
the  specimens  shown. 


LITHOPtEDION. 

Shown  by  Dr.  W.  J.  Potts. 

(Introduced  by  Dr.  Stevens.) 

The  specimen  was  obtained  from  the  body  of  a  woman 
aged  83^  who  had  been  under  treatment  for  senile 
dementia  at  the  Bethnal  Green  Infirmary^  and  who 
died  there  on  October  22nd,  1906.  It  was  impossible 
during  life_,  owing  to  the  mental  condition  of  the  woman, 
to  obtain  an  accurate  clinical  history  of  the  case ; 
but  on  her  admission  to  the  infirmary  a  freely  mov- 
able tumour  was  felt  on  the  right  side  of  the  abdomen, 
apparently  connected  with  the  uterus.  This  tumour  was 
diagnosed  as  a  calcified  fibroid  tumour  of  the  uterus.  At 
the  fost-mortem  examination  the  tumour  was  found  to  be 
a  true  lithopasdion  ;  it  lay  in  a  cavity  bounded  in  front 
by  the  abdominal  wall,  at  the  back  and  sides  by  fibrous 
adhesions.  On  the  floor  of  this  cavity  were  found  the 
uterus  and  the  left  ovary  and  Fallopian  tube.  The  litho- 
psedion  was  connected  with  the  remains  of  the  right  broad 
ligament,  and  no  trace  of  the  right  ovary  could  be  found. 
There  was  no  calcareous  deposit  in  the  fibrous  adhesions 
forming  the  cavity  in  which  the  lithop^dion  lay.  The 
lithopaadion  was  extremely  hard  and  covered  with  small 
masses  of  calcareous  deposit.  The  child  was  well  de- 
veloped and  mature,  the  arms  and  legs  being  well  formed 
and  doubled  in  the  usual  foetal  position.  There  was  no 
trace  of  the  features  of  the  child.  There  was  nothing 
observed  that  could  be  identified  as  the  placenta. 

The  specimen  has  been  presented  to  the  Pathological 
Museum,  St.  Mary^s  Hospital,  London,  W. 
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THE    TREATMENT  OF    OVARIAN    PROLAPSE   BY 
SHORTENING  THE  OVARIAN  LIGAMENT. 

By  Victor  Bonnet,  M.S.,  M.D.Lond.,  F.R.C.S., 

LECTURER     ON     PRACTICAL     MIDWIFERY     AT     THE     MIDDLESEX     HOSPITAL 
SURGEON   TO    OUT-PATIENTS,    CHELSEA    HOSPITAL   FOR   WOMEN. 

(Eeceived  October  11th,  1906.) 
{Abstract.) 

The  surgical  treatment  of  ovarian  prolapse  lias  received  little 
attention  in  comparison  with  that  accorded  to  other  pathological 
conditions  affecting  the  female  generative  organs. 

In  this  paper  the  author  ventures  to  outline  the  several 
aspects  from  which  he  thinks  this  subject  may  best  be  con- 
sidered, and  more  particularly  brings  before  the  Fellows  of 
this  Society  the  operative  procedure  which  he  has  for  some  time 
past  adopted  in  these  cases. 

Clinically,  the  cases  of  ovarian  prolapse  may  be  divided  into 
three  distinct  groups,  each  of  which  is  considered  separately. 

These  groups  are  as  follows  : 

(a)  Primary  ovarian  prolapse  uncomplicated  with  retrover- 

sion of  the  uterus,  or  disease  of  the  appendage. 

(b)  Ovarian   prolapse   either  secondary   to  or   co-incident 

with  retroversion  of  the  uterus. 

(c)  Ovarian  prolapse  caused  by  or  complicat-ed  with  disease 

of  the  ovary  or  tube  to  which  fixed  retroversion  of 

the  uterus  may  or  may  not  be  added. 

The   operation    advocated   consists   in   pleating   the  ovarian 

ligament  by  means  of  a  "  gathering '*  stitcli,  whicb,  beginning 

on  the  posterior  aspe(it  of  the  utenis  just  within  the  point  of 
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origin  of  the  ligament,  terminates  at  its  attachment  to  the 
ovary.  The  ligament  by  this  means  is  not  only  shortened  but 
thickened,  and  the  ovary  is  brought  up  under  the  uterine 
cornu. 

The  application  of  the  operation  to  the  three  groups  of  cases 
already  defined  is  as  follows : 

Groujj  A : 

The  operation  is  indicated  in  cases  of  primary  ovarian  pro- 
lapse associated  with  dyspareunia  and  chronic  ovarian  pain. 

Group  B  : 

A  certain  proportion  of  the  cases  included  in  this  group  are 
curable  by  pessaries,  i.  e.  the  replacement  of  the  retroverted 
uterus  restores  the  ovaries  to  their  normal  position. 

In  the  remainder,  in  which,  in  spite  of  such  replacement,  the 
ovaries  remain  prolapsed,  the  author's  operation  is  indicated, 
together  with  ventro-fixation  or  suspension  of  the  uterus. 

Attention  is  called  to  the  fact  that  ventro-fixation  of  the 
uterus  alone  often  causes  the  symptoms  of  ovarian  prolapse  to 
be  accentuated,  because  the  operation  lifts  the  prolapsed  ovaries 
off  the  pelvic  floor,  and  causes  an  increased  tension  on  their 
already  weakened  suspensory  apparatus.  Ventro-fixation  lifts 
the  ovaries  from  out  the  ovarian  fossae,  and  leaves  them  un- 
naturally exposed  to  the  force  of  gravity. 

Eor  this  reason  it  is  advisable  to  shorten  and  strengthen  the 
ovarian  ligament  as  a  routine  practice  when  performing  ventro- 
fixation or  similar  operations. 

Group  c : 

Conservatism  is  urged  in  operations  for  "  diseased  append- 
ages." Salpingectomy  alone  should  be  the  operator's  aim. 
Conserved  ovaries,  unless  fixed  in  a  position  far  removed  from 
the  diseased  peritoneal  bed  in  which  they  were  lying,  continue 
to  give  symptoms,  and  are  liable  to  cystic  degeneration.  The 
author  draws  special  attention  to  the  liability  of  the  uterus  to 
become  retroverted  after  operations  for  inflammatory  tubal 
disease. 

The  procedure  advocated  is  removal  of  the  diseased  tubes, 
ventro-fixation  of  the  uterus,  and  shortening  the  ovarian  liga- 
ments after  the  method  already  described. 


TREATMENT  OP  07ARIAN  PROLAPSE.  341 

The  following  advantages  are  claimed : 

1.  The  removal  of  the  focus  of  the  disease. 

2.  The  conservation  of  the  ovaries  in  a  place  far  removed 
from  the  diseased  pelvic  peritoneum. 

3.  The  avoidance  of  post-operative  ovarian  prolapse. 

4.  The  avoidance  of  post-operative  retroversion  of  the  uterus. 

The  surgical  treatment  of  ovarian  prolapse  has  received 
little  attention  in  comparison  with  that  accorded  to  other 
pathological  conditions  affecting  the  female  generative 
organs. 

In  this  paper  I  venture  to  outline  the  several  aspects 
from  which  I  think  this  subject  may  best  be  considered, 
and  more  particularly  to  bring  before  the  Fellows  of  this 
Society  the  operative  procedures  which  I  have  for  some 
time  past  adopted  in  these  cases. 

Clinically,  the  cases  of  ovarian  prolapse  may  be  divided 
into  three  distinct  groups,  each  of  which  I  shall  consider 
separately. 

These  groups  are  as  follows  : 

(1)  Primary  ovarian  prolapse  uncomplicated  with  retro- 
version of  the  uterus,  or  disease  of  the  appendage. 

(2)  Ovarian  prolapse,  either  secondary  to  or  coincident 
with  retroversion  of  the  uterus. 

(3)  Ovarian  prolapse  caused  by  or  complicated  with 
disease  of  the  ovary  or  tube,  to  which  fixed  retroversion 
of  the  uterus  may  or  may  not  be  added. 


Group  1. — Primary  Ovarian  Prolapse  Uncomplicated  by 
Retroversion  or  Disease  of  the  Appendage. 

This  class  of  case  is  a  comparatively  small  one.  The 
condition  is  most  commonly  met  with  in  parous  women  of 
a  relaxed  habit  of  tissue.  The  prolapsed  condition  of  the 
ovaries  is  most  probably  the  result  of  non-involution  of 
the  elongated  ovarian  ligament,  and  is  frequently  asso- 
ciated with  a  flaccid  condition  of  the   anterior  abdominal 
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wall  and  a  degree  of  enteroptosis.  The  patients  are 
usually  in  poor  health,  anaemic,  and  thin.  Occasionally, 
however,  the  same  condition  of  ovarian  prolapse  is  found 
in  nulliparous  girls. 

The  leading  symptom  in  the  married  women  who  make 
up  the  bulk  of  this  class  is  dyspareunia  of  an  "  internal " 
type. 

These  patients  have  to  be  questioned  on  this  head,  as 
they  rarely  volunteer  the  statement,  although  their  marital 
infelicity  is  the  principal  trouble  which  has  caused  them 
to  seek  advice. 

Besides  this,  there  is  invariably  a  complaint  of  chronic 
ovarian  pain  of  a  ^''dragging ^^  character,  but  little  relieved 
by  posture  and  accentuated  at  the  menstrual  epoch  to 
such  a  degree  as  to  constitute  a  true  ovarian  dys- 
menorrhoea. 

That  such  pain  should  be  present  is  not  surprising.  As 
I  have  pointed  out  elsewhere,^  Nature  has  evolved  in  the 
case  of  all  the  pedunculated  organs  some  special  device  to 
prevent  them  dragging  upon  their  neurovascular  pedicle. 
Thus,  the  liver  is  suspended  by  the  coronary  ligament,  the 
spleen  by  the  sustentaculum  lienis  and  phrenico- colic 
fold,  the  kidneys  by  the  perinephric  fascia,  and  the 
testicles  by  the  coverings  of  the  cord  and  the  cremaster 
muscle. 

The  ovary  is  no  exception  to  this  rule.  Examination 
of  the  healthy  organ  in  the  course  of  abdominal  section 
shows  us  that  it  is  slung  between  the  ovarian  ligament  on 
the  inner  or  uterine  side  and  the  ovarico-pelvic  ligament 
on  the  outer  or  pelvic  side.  Both  these  structures  present 
as  tense,  whitish-coloured  ridges  under  the  peritoneum  of 
the  back  of  the  broad  ligament. 

The  tissues  constituting  the  hilum  of  the  ovary  are,  on 
the  contrary,  markedly  lax  and  soft,  being  protected  from 
tension  by  the  two  ligaments  I  have  described.  Abnormal 
elongation  of  these  two  ligaments  results  in  the  weight  of 
*  'Edin.  Med.  Journ./  December,  1902;  'Clinical  Joiimal/  October, 
1905. 
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tlie  ovary  being  sustained  by  tlie  soft  tissues  of  the  hilum, 
and  as  these  are  richly  supplied  with  vessels  and  nerves 
the  occurrence  of  more  or  less  pain  is  to  be  expected. 

Operations  designed  to  increase  the  value  of  the  ovarian 
suspensory  apparatus  might  be  applied  to  either  the 
ovarico-pelvic  ligament  or  the  ovarian  ligament.  I  con- 
sider that  the  latter  is  the  best  suited  for  such  procedures, 
because  it  is  impossible,  in  the  case  of  the  outer  ligament, 
to  obtain  a  sufficiently  dense  and  unyielding  tissue  to  act 
as  a  point  d'appui  from  which  to  begin  the  process  of 
shortening.  Moreover,  the  close  proximity  of  the  ovarian 
vessels  renders  them  liable  to  be  pricked  or  constricted 
in  such  an  undertaking.  And  lastly,  it  renders  ventro- 
fixation impossible. 

The  operation  I  have  adopted  in  these  cases  is  as 
follows  :  The  uterus  having  been  pulled  up  out  of  the 
wound,  the  ovary  on  one  side  is  drawn  up  after  it  and  held 
outwards  from  the  side  of  the  uterus,  so  as  to  put  the 
ovarian  ligament  on  the  stretch.  A  fine,  curved  needle, 
threaded  with  No.  1  silk,  such  as  is  ordinarily  used  for 
intestinal  anastomosis,  is  now  entered  horizontally  through 
the  back  of  the  uterus,  about  one  third  of  an  inch  within 
the  point  where  the  ovarian  ligament  is  attached.  The 
needle  is  made  to  include  the  peritoneum  and  a  small 
thickness  of  the  musculature,  and  is  brought  out  again 
just  within  the  point  of  attachment  of  the  ovarian  liga- 
ment.     The  thread  is  now  tied,  leaving  the  free  end  long. 

The  needle,  still  threaded,  is  now  entered  on  the  upper 
surface  of  the  ovarian  ligament,  about  one  eighth  of  an 
inch  from  its  free  edge,  and  brought  out  a  similar  distance 
from  this  edge  on  its  under  surface.  The  point  is  now 
carried  outwards  along  the  under  surface  of  the  ligament, 
is  then  made  to  transfix  it  from  its  lower  to  its  upper 
surface,  and  the  thread  pulled  tlirough.  This  is  repeated 
two  or  three  times  until  a  "gathering"  stitch  has  been 
run  along  the  whole  length  of  the  ligament.  The  needle 
is  now  cut  out,  and  the  thread  that  it  conveyed  is  tied  to 
the  free  end  belonging  to  the  first  tied  knot. 

VOL.  XLVIII.  24 
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As  this  second  knot  is  tied  what  the  sempstress  calls  a 
"gather^'  is  formed  of  the  ovarian  ligament — that  is  to 
say,  it  is  puckered  in  a  series  of  short  folds,  and  the 
uterine  pole  of  the  ovary  is  brought  up  under  the  cornua 
of  the  uterus  just  at  the  point  where  the  ovarian  ligament 
is  given  off. 

The  extent  to  which  the  ovarian  ligament  can  be 
shortened  by  this  manoeuvre  depends  entirely  on  the 
distance  from  the  side  of  the  uterus  at  which  the  needle 
is  finally  brought  out.  Thus,  all  degrees  of  shortening 
can  be  effected.  My  usual  practice  has  been  to  finally 
emerge  the  needle  at  the  point  where  the  ligament  joins 
the  ovary.  The  second  ovary  is  treated  similarly  and  the 
uterus  returned. 

It  will  now  be  found  that  both  ovaries  are  lying 
immediately  behind  and  below  their  corresponding  uterine 
cornua,  far  removed  from  the  pouch  of  Douglas,  in  which 
they  were  originally  lying. 

To  illustrate  the  results  of  this  operation  I  may  cite 
the  case  of  the  first  patient  on  whom  I  performed  this 
operation.  All  the  symptoms  I  have  detailed  were  present 
in  a  marked  degree,  and  marital  intercourse  had  been 
unbearable  for  a  long  time.  The  operation  immediately 
freed  her,  not  only  of  her  major  trouble,  but  of  the 
dragging  ovarian  pain  of  which  she  had  long  been  a 
sufferer.  On  vaginal  examination  it  is  impossible  to 
detect  any  abnormality,  and  there  is  a  complete  freedom 
from  tenderness,  whereas  previously  this  form  of  examina- 
tion had  occasioned  her  much  pain. 


Group    2. — Ovarian    Prolapse    Secondary    to    or    Co- 
incident WITH  Movable  Retroversion  of  the  Uterus. 

This  form  of  ovarian  prolapse  is  much  commoner  than 
the  last  named  group,  because  a  certain  amount  of  ovarian 
descent  must  of  necessity  follow  retroversion  of  the  uterus. 

The  symptoms  associated  with  backward  displacement 
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of  the  uterus  probably  very  largely  depend  upon  the  con- 
sequent prolapse  of  the  ovaries.  Thus  we  notice  that 
whilst  the  retroplaced  body  of  the  uterus  is  usually  quite 
insensitive,  much  pain  is  evoked  on  pressure  over  the 
appendages,  and  the  patient  suffers  from  the  same  sym- 
ptom as  those  already  detailed  in  Group  1. 

These  cases  can  be  divided  into  those  in  which  reposi- 
tion of  the  uterus  restores  the  ovaries  to  their  normal 
position  and  those  in  which  in  spite  of  such  reposition 
the  ovaries,  on  account  of  permanent  elongation  of  their 
suspensory  apparatus,  remain  behind  and  below  the 
uterus. 

The  first  type  can  be  suitably  treated  by  pessaries, 
whilst  the  second  cannot,  and  some  form  of  operative 
interference  is  necessitated. 

It  is  not  within  the  scope  of  this  paper  to  discuss  the 
various  methods  of  operatively  treating  retroversion  of 
the  uterus,  but  I  wish  to  emphasise  this  point,  that  where 
abnormal  laxity  of  the  ovarian  suspensory  apparatus  co- 
exists with  retroversion,  operations  destined  to  bring  the 
uterus  forwards  must  be  considered  as  incomplete  unless 
some  means  are  taken  at  the  same  time  to  procure  increased 
support  for  the  ovary.  I  am  of  opinion  that  the  operations 
of  ventro-fixation  and  suspension  frequently  make  worse 
the  ovarian  pain  suffered  by  the  patients,  because  they 
elevate  ovaries  already  deficient  in  normal  ligamentous 
support  from  off  the  peritoneal  floor  on  which  they  were 
lying,  and  leave  them  hanging  freely  suspended  in  the 
peritoneal  cavity. 

Even  ia  those  cases  in  which  the  ovarian  ligaments  are 
not  elongated  I  am  of  opinion  that  similar  means  should 
be  taken  to  increase  their  sustentative  value  when  per- 
forming ventro-fixation  or  suspension,  for  I  notice  that 
these  operations  lift  the  ovaries  into  an  abnormal  position 
above  the  ovarian  fossae,  and  leave  them  exposed  to  the 
force  of  gravity,  which,  I  believe,  will  sooner  or  later 
result  in  permanent  elongation  of  the  ovarian  supports 
and  prolapse  of  the  ovaries. 
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I  have  had  the  opportunity  of  studying  the  after- 
histories  of  a  considerable  number  of  cases  of  ventro- 
fixation, and  many  of  these  patients  suffer  more  or  less 
from  ovarian  pain. 

Still  more  distressing  are  those  in  which,  after  ventro- 
fixation or  suspension  has  been  performed,  the  ovaries 
remain  prolapsed  behind  the  uterus. 

For  this  reason  it  is  my  practice  to  combine  the  opera- 
tion of  shortening  the  ovarian  ligaments  with  that  of 
ventro-fixation  in  all  cases  of  retroversion  that  require 
operation. 

The  results  of  this  operation  have  up  to  now  been  so 
good  that  I  am  encouraged  to  treat  similar  cases  on  the 
same  lines  in  the  future. 

Group  3. — Ovarian  Prolapse  caused  by  or  complicated 
WITH  Chronic  Disease  of  the  Ovary  or  Tube  to 
WHICH    Fixed    Ketroversion    may    or    may    not    be 

ADDED. 

In  this,  the  third  and  last  group,  the  prolapse  of  the 
ovaries  is  secondary  to  or  associated  with  pathological 
changes  in  the  tube,  the  ovary  itself,  or  both  together. 

The  distension  or  thickening  of  the  tube  in  salpingitis 
leads  to  a  typical  curl-like  deformity  which  embraces  the 
ovary  in  its  concavity,  and  not  infrequently  carries  it 
down  with  it  towards  the  peritoneal  floor  of  the  pelvis. 
The  ovary,  surrounded  by  peritoneal  adhesions,  and, 
superficially  at  least,  inflamed,  becomes  sooner  or  later 
the  seat  of  follicular  cyst-formation,  and  the  increased 
weight  accentuates  the  prolapse. 

Fixed  retroversion  frequently  complicates  these  con- 
ditions, and  the  cases  constitute  the  ordinary  ^'  diseased 
appendages''  so  commonly  met  with. 

It  is  not  my  purpose  to  discuss  fully  the  possible 
methods  of  treatment  which  may  be  applied  for  the  cure  of 
the  diseased  appendage;  but  I  take  it  that  there  can  be  no 
doubt  that  the  operation   of   salpingo-oophorectomy  is  of 
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all  treatments  tlie  one  we  should  most  seek  to  avoid. 
The  removal  of  both  ovaries  in  a  young  woman  is  a 
disaster  second  only  to  the  disease  for  which  they  were 
necessarily  removed.  For  this  reason  I  would  advocate 
most  strongly  early  operation  in  cases  of  salpingitis, 
because  when  patients  are  dealt  with  in  this  stage  the 
removal  of  the  tubes  alone  can  be  easily  effected,  whilst 
later  on  so  dense  are  the  adhesions  and  so  disorganised 
are  the  ovaries  that  the  removal  of  the  whole  appendage 
is  often  forced  upon  the  surgeon. 

Where  the  ovaries  are  much  diseased  I  still  am  strongly 
in  favour  of  conservative  measures  whenever  they  can  be 
effected,  even  at  the  risk  of  incurring  a  second  operation. 
When  ovaries  have  been  conserved  after  removal  of  the 
tubes  I  look  upon  it  as  very  important  that  we  should 
prevent  the  return  of  these  organs  to  the  diseased  peri- 
toneal bed  from  which  they  have  been  separated.  Ee- 
adhesion  will  certainly  result  in  the  maintenance  of  the 
diseased  conditions  under  which  the  ovary  has  been 
existing,  and  cystic  disorganisation  is  to  be  expected. 

Moreover,  the  peritoneal  adhesions  tend  to  draw  the 
conserved  organs  downwards  so  that  dyspareunia,  chronic 
ovarian  pain,  and  difficulty  with  defaecation  are  likely  to 
be  the  sole  outcome  of  our  conservative  measures. 

There  is  another  point  to  which  I  would  venture  to  draw 
attention,  namely  the  tendency  of  the  uterus  to  become 
retroverted  after  operations  for  diseased  appendages. 

This,  I  believe,  is  principally  due  to  the  backward 
traction  of  peritoneal  adhesions,  but  may  also  be  due  to 
the  atrophy  of  the  upper  part  of  the  broad  ligaments  that 
follows  bilateral  salpingo-oophorectomy. 

However  produced,  the  condition  is  a  distressing  one, 
the  patient  suffering  from  marital  trouble,  rectal  and 
vesical  symptoms,  and  chronic  pelvic  pain.  Moreover,  no 
surgeon  is  anxious  to  re-operate  on  these  cases,  knowing 
that  in  many  of  them  the  peritoneal  shrinkage  and  ad- 
hesions preclude  the  possibility  of  successful  ventro- 
fixation or  suspension. 
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It  is  from  these  considerations  that  I  have  arrived 
at  my  present  operative  treatment  in  cases  of  chronic 
diseased  appendages.  Having  freed  the  appendages,  I 
resect  the  diseased  tubes.  The  ovaries  are  then  examined, 
follicular  cysts  of  obviously  pathological  formation  are 
opened  or  portions  of  their  walls  excised,  and  the  ovaries 
or  portions  of  ovaries  are  then  brought  up  under  the 
uterine  cornua  by  the  operation  I  have  described  to  you. 
The  whole  is  concluded  by  ventrofixing  the  uterus  by 
one  or  two  fine  silk  sutures  passing  through  the  fascia 
and  peritoneum  of  the  parietes,  and  picking  up  a  thin 
film  of  the  uterine  musculature  at  a  point  on  the  anterior 
wall  very  slightly  below  the  origin  of  the  round  ligaments. 

By  these  means  I  believe  I  secure  several  important 
points  ; 

(1)  The  removal  of  the  cause  of  the  disorder — the 
inflamed  tubes. 

(2)  The  conservation  of  the  ovaries  in  a  position 
removed  from  the  diseased  area,  in  which,  therefore, 
they  stand  the  best  chance  of  ultimate  recovery. 

(3)  The  avoidance  of  the  possibility  of  post-operative 
ovarian  prolapse. 

(4)  The  avoidance  of  the  possibility  of  post-operative 
retroversion. 


Mrs.  Boyd  agreed  with  Dr.  Bonney  in  advocating  suspension 
of  the  ovary  in  some  cases.  She  had  drawn  attention  to  the 
desirability  of  it  in  a  paper  on  conservative  surgery  of  the  tubes 
and  ovaries  read  before  the  British  Medical  Association  at 
Ipswich  in  1900.  She  had  employed  practically  the  same  pro- 
cedure as  Dr.  Bonney.  She  did  not,  however,  think  it  was 
necessary  as  a  routine  practice  in  addition  to  ventrofixation,  as 
in  most  cases  the  ovaries  were  restored  with  the  uterus  to  a 
normal  position  by  ventrofixation,  just  as  in  some  other  cases 
by  a  pessary.  She  fully  agreed  with  Dr.  Bonney  that  the  sur- 
gery of  the  ovary  should  be  as  conservative  as  possible,  but  she 
differed  from  his  opinion  that  the  recurrence  of  cystic  disease  in 
the  ovary,  which  she  had  unfortmiately  seen  several  times  after 
resection  of  diseased  ovaries,  was  due  to  re-adhesion  of  the 
ovary  to  the  bed  out  of  which  it  had  been  detached.  She 
thought  the  recurrence   of  cjstic  disease  was   due   rather  to 


TREATMENT  OF  OVARIAN  PROLAPSE.  349 

pathological  processes  persisting  in  tHe  ovary  itself,  which  would 
not  be  prevented  by  suspending  it  elsewhere  away  from  the  part 
to  which  it  was  primarily  adherent. 

Dr.  Herman  quoted  the  abstract  of  Dr.  Bonney's  paper  to  the 
effect  that  "  the  surgical  treatment  of  ovarian  prolapse  has 
received  little  attention."  He  (Dr.  Herman)  thought  that  it 
had  received  all  the  attention  it  deserved.  He  knew  of  no 
evidence  that  change  in  the  position  of  a  healthy  ovary  made  it 
tender.  Tenderness  of  the  ovaries  was  generally  a  local  mani- 
festation of  neurasthenia.  He  had  watched  patients  with  tender 
ovaries  taken  into  hospital,  there  given  the  benefits  of  food,  rest, 
and  sleep,  who  had  left  the  hospital  with  the  ovaries  in  the  same 
position  as  when  they  were  admitted  but  no  longer  tender.  He 
had  treated  patients  with  tender  ovaries,  had  lost  sight  of  them 
for  many  months  or  years,  and  then  seen  them  again  and  found 
the  ovaries  in  the  old  position,  but  no  longer  tender. 

Dr.  Blacker  thought  that  these  cases  were  of  importance 
since  the  condition  was  often  a  source  of  great  distress  to  the 
patients.  At  the  same  time,  he  quite  agreed  with  Dr.  Herman 
that  operative  treatment  was  seldom  called  for.  One  of  the 
best  means  of  treating  such  cases  was  the  occurrence  of  preg- 
nancy. In  these  conditions  the  ovary,  placed  at  rest  as  it  was 
for  a  period  of  nine  months  and  elevated  out  of  the  pelvis, 
tended  to  become  less  painful,  and  if  proper  care  was  taken  to 
insure  normal  involution  of  the  uterus  and  its  ligaments,  the 
displacement  often  did  not  recur  after  delivery.  The  fact  tliat 
many  of  these  patients  were  neurasthenics  was  a  factor  to  be 
borne  in  mind  in  counselling  any  operative  treatment.  The 
improvement  of  the  general  health  was  of  far  greater  importance. 
Indeed,  sending  the  patients  away  from  home,  the  regulation  of 
the  marital  relations,  and  a  few  words  of  advice  to  the  hus- 
band, was  often  of  the  greatest  possible  benefit.  He  could  not 
understand  how  any  abnormality  in  the  position  of  the  ovary 
could  play  any  very  great  part  in  the  production  of  cystic  de- 
generation of  these  organs.  Nor  did  he  understand  how  the 
action  of  gravity  could  have  any  great  effect.  He  was  under  the 
impression  that  the  intra-abdominal  pressure  acted  equally  in 
all  directions,  and  gravity  could  hardly  have  any  influence  on 
the  ovary  apart  from  the  other  disease  inside  the  peritoneal 
cavity. 

Dr.  Briggs  believed  that  operation  for  uncomplicated  ovarian 
prolapse  was  very  rarely  necessary.  Some  of  the  uncertainty  in 
the  results  of  fixation  operations  was  attrilnitable  to  the  com- 
plications of  neurosis  or  minor  organic  disease,  the  nature  and 
extent  of  which  were  occasionally  unknown  to  the  operator. 

Dr.  Eden  said  he  was  quite  disposed  to  think  that  the  opera- 
tion described  by  Dr.  Bonney  might  prove  to  be  useful  in  cases 
of  uncomplicated    ovarian    prolapse,   which   resisted   all   other 
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metliods  of  treatment  and  were  not  associated  with  well-marked 
neurasthenia.  Such  cases  did  occur,  although  they  were  rare, 
and  he  could  not  quite  agree  with  Dr.  Herman's  dictum  that 
prolapsed  ovaries  gave  trouble  to  none  but  neurotic  women. 
With  regard  to  cases  complicated  by  retroversion  of  the  uterus, 
or  inflammatory  disease  of  the  uterine  adnexa,  he  did  not  think 
that  shortening  the  ovarian  ligament  would  be  required  as  a 
routine  practice  in  such  conditions.  He  quite  agreed  with  Dr. 
Bonney  as  to  the  importance  of  conserving  the  ovaries,  especially 
in  the  case  of  young  women ;  but  most  cases  of  salpingo- 
oophoritis  were  due  to  infection,  and  the  question  which  the 
operator  had  to  face  was  whether  by  leaving  the  ovary  he  would 
not  also  allow  a  form  of  infection  to  remain  which  would  give 
rise  to  fui'ther  trouble  in  future. 

Dr.  Victor  Bonney,  in  reply,  pointed  out  that  his  paper 
dealt  solely  with  the  surgical  treatment  of  ovarian  prolapse  and 
its  allied  conditions.  He  had  taken  it  as  understood  when 
addressing  the  Obstetrical  Society  that  proper  care  and  observa- 
tion should  be  exercised  to  exclude  neurasthenic  cases.  Such 
ordinary  precautions  were  always  exercised,  he  had  thought,  by 
accredited  gynaecological  surgeons.  He  totally  disagreed  with 
Dr.  Herman's  sweeping  statement.  As  Dr.  Briggs  had  pointed 
out,  it  was  impossible  to  recognise  certain  forms  of  ovarian  or 
tubal  disease  by  vaginal  examination.  Many  of  these  prolapsed 
and  painful  ovaries  were  found  on  operation  to  be  associated 
with  degrees  of  adhesive  salpingitis.  No  one  had  a  right  to 
assume  omniscience  in  these  cases.  "Whilst  it  was  true  that  in 
a  certain  number  of  those  he  had  included  under  Group  A  the 
symptoms  were  largely  neurotic,  yet  in  others  there  could  be  no 
doubt  as  to  their  reality.  The  anatomical  considerations  he  had 
referred  to  were  not  to  be  passed  over  so  lightly,  and  the  easy 
process  of  labelling  all  these  women  as  neurasthenics  was  un- 
scientific. He  agreed  with  Dr.  Blacker  that  a  further  pregnancy 
sometimes  cured  these  patients,  but  he  could  not  follow  him 
when  he  said  that  the  force  of  gravity  did  not  act  within  the 
abdominal  cavity.  This  was  a  surprising  statement.  How,  then, 
was  the  shifting  dulness  of  ascites  and  the  gravitation  of  extra- 
vasated  fluids  and  heavy  tumours  into  the  pelvis  to  be  accounted 
for  ?  Exception  had  been  taken  to  the  practice  of  shortening 
the  ovarian  ligaments  when  performing  ventro-fixation,  but 
examination  would  make  apparent  the  extent  to  which  they  were 
often  elongated.  There  could  be  no  doubt  that  the  present  sur- 
gical treatment  of  the  cases  included  in  Group  C  was  far  from 
satisfactory.  The  patients  returned  later  on  with  post- operative 
retroversion,  and  (if  the  ovaries  had  been  conserved)  with  fixed 
ovarian  prolapse.  It  was  to  remedy  these  evils  that  he  had 
adopted  the  procedure  described. 
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Bonn,  1905        Ditto. 

Dietrich  (Julius),  Der  Gebarmutterkrebs  und  seine 
Metastasen  besonders  im  Peritonaeum.     Thesis. 

Erlangen,  1904       Ditto. 

Dietrich   (Wilhelm).      Vier  Falle  von  perforierender 

Uterusruptur.     Thesis.  Berlin,  1906       Ditto. 

DoKPNER  (Hans).     Die  kiinstliche  Unterbrechung  der 

Schwangerschaft.     Thetis.  Greifswald,  1904        Ditto. 

DoRN  (Johann).  Sterblichkeit  der  Kinder  bei  Becken- 
end-  und  Querlagen  in  der  Frauenklinik  zu 
Freiburg  i.  Br.  in  den  letzten  20  Jahren.     Thesis. 

Freiburg  i.  Br.  1905        Ditto. 

DoRNBLiJTH  (Otto).  Kliuisches  Worterbuch.  Die 
Kunstausdrilcke  der  Medizin.  Dritte  wesentlich 
vermehrte  Auflage.  sm.  8vo.  Leipz.  1907        Ditto. 

Drinhausen  (Paul).  Neuere  Bestrebungen  schwere 
atonische  Postpartumblutungen  zu  stillen. 
Thesis.  Marburg,  1905        Ditto. 

EcKES  (Heinrich).  Ueber  wahre  und  vorgetiluschte 
Extrauteringraviditiit.     Thesis. 

Heidelbere:,  1904       Ditto. 
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Eckstein  (Emil).     Ueber  Vorschlage  zu  Eeformen  des 
Hebammenwesens    und     die    Bekampfung    des 
Puerperalfiebers.   (Volkmana's  Sammlung  klinis- 
cher  Vortrage,  neue  Folge,  Nr.  432.) 

8vo.  Leipzig,  1906   Purchased. 


Eden  (Thomas  Watts). 


Manual  of  Midwifery. 

illust.,  8vo.  Lond.  1906 


Author. 


EiCH  (Gottfried).     Zur  Frage  des  kiinstl.  Abortes  bei 

Phthisis  pulmonum.     Thesis.         Marburg,  1904   Purchased. 

EiSENBACH  (Carl).     Das  iiberweite  Becken.     Thesis. 

Marburg,  1904        Ditto. 

Elsemann  (Peter).  Ueber  die  Nierenaffektionen  in 
der  Schwangerschaft  und  ihre  Beziehung  zur 
Eklampsie.     Thesis.  Wiirzburg,  1904        Ditto. 

Emmet.  The  birthday  Dinner  to  Thomas  Addis 
Emmet,  M.D.,  LL.D.,  given  by  his  professional 
friends  at  Delmonico's,  New  York,  May  29th, 
1905,  with  an  autobiographical  narrative. 

illust.,  8vo.  New  York,  1905  Dr.  Emmet. 

Emsmann  (Otto).  Ein  Fall  von  Gravidatas  tubaria 
inter stitialis  propria,  im  fiinften  Monat  rup- 
turiert,  mit  partieller  Blasenmole.     Thesis. 

Berlin,  1904  Purchased. 

Engel   (Emil).     Kindliche  Knochenbriiche  unter  der 

Geburt.     Thesis.  Berlin,  1905        Ditto. 

Ettingshaus  (Joseph).  Ueber  den  Verlauf  der  Geburt 
bei  EiesenwTichs  der  Kinder.     Thesis. 

Leipzig,  1905       Ditto. 

Falkenbekg  (Friedrich).     Beitrage  zur  Lehre  von  den 

Uterusmyomen.     Thesis.  Berlin,  1904       Ditto. 

Fasbender  (Heinrich).     Geschichte  der  Geburtshiilfe. 

Svo.  Jena,  1906       Ditto. 

Fehling  (Hermann).  Lehrbuch  der  Frauenkrank- 
heiten.     Dritte  vollig  neu  bearbeitete  Auflage. 

illust.,  Svo.  Stuttgart,  1906      Author. 

Felgentraeger  (Johannes).  Die  gerichtsarztliche 
Bedeutung  der  Schadelverletzungen  bei 
Neugeborenen.     Thesis.  Leipzig,  1905   Purchased. 

FoRNER  (Franz  Albert).  Beitrage  zur  Kenntnis  der 
Involution  der  fibromuskularen  Uterusschicht 
im  Puerperium.     Thesis.  Berlin,  1904       Ditto. 
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Presented 


Feaenkel      (Ludwig), 


Yergleicliend 


histoloo:isclie 


Untersuchungen  ueber  das  Vorkommen  driisiger 
Formationen  im  interstitiellen  Eierstocksgewebe 
(glande  interstitielle  de  I'ovaire) .     Thesis. 

Breslau,  1905   Purchased. 
Frank  (Wilhelm) .    Ueber  Chorea  gravidarum.     Thesis. 

Kiel,  1904        Ditto. 
Fkankl  (Oscar).     Die  physikalischen  Heilmethoden  in 
der  Gjniikologie.  Nebst  einem  Yorwort  von  Pro- 
fessor Dr.  Franz  von  Winckel. 

illusL,  8vo.  Berl.  in  Wien,  1906        Ditto. 
Freund  (Eichard).     Zur  Lehre  von  den  Blutgefassen 
der      normalen      und      kranken     Gebarmutter. 
Thesis.  Halle-Wittenberg,  1904       Ditto. 

Frey  (Eugen  Julius).  Zur  Frage  der  Ovariotomie  in 
der  Schwangerschaft  mit  Beriicksichtigung  des 
vaginalen  Operationsweges.     Thesis. 

Leipzig,  1904        Ditto. 

Fricke  (Hans).  Ein  Beitrag  zur  Frage  der  sarkoma- 
tosen  Umwandlung  glatter  Muskelzellen  in 
Uterusmyomen.     Thesis.  Kiel,  1904        Ditto. 

Froehlich  (Walter)  Ueber  die  Anwendung  der 
Metreuryse  in  der  Geburtshilfe.     Thesis. 

Wiirzburg,  1904       Ditto. 

Fromme  (Friedrich).  Studien  zum  klinischen  und 
pathologischanatomischen  Verhalten  der  Lymph- 
driisen  bei  malignen  Erkrankungen,  hauptsiich- 
lich  dem  Carcinoma  colli  uteri.     Thesis. 

Halle- Wittenberg,  1906       Ditto. 

Gamerschlag    (Wilhem).      Ueber    Wochenbett-Mor- 

biditat.     Thesis.  Greifswald,  1904        Ditto. 

Gartner  (Carl).     Beitrag  zur  Kasuistik  des  Hydrops 

foetalis.     Thesis.  Leipzig,  1905        Ditto. 

Gartner  (Johannes).  Die  Operation  beiCarcinom  der 
iiusseren  Genitalien  des  Weibes.     Thesis. 

Freiburg  i.  Br.,  1905        Ditto. 
Gettkant     (Bruno).       Ueber     Chorea     gravidarum. 

Thesis.  Berlin,  1905        Ditto. 

Giese  (Hermann).  Histologische  Untersuchungen  iiber 
den  weissen  Infarkt  der  Placenta.     Thesis. 

Halle- Wittenberg,  1905        Ditto. 
Giles    (Arthur    E.).      Gyncecological    diagnosis.      A 
Manual  for  students  and  practitioners. 

iUttst.,  8vo.  Lond.,  1906       Author. 
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Presented  hy 
GriLES  (A.  E.).     See  Bland- Sutton  (/.). 

G-LANG  (Ernst).  Geburtshindernis  infolge  von  beider- 
seitigen  Cystennieren  verbunden  mit  Pancreas- 
cyste  nnd  situs  inversus.     Thesis. 

Leipzig,  1904  Purchased. 
Gloeckner  (Franz).     Zur  intrauteriner  Ballonbehand- 

lung.     Thesis.  Greifswald,  1905        Ditto. 

Gminder  (Carl).  Ueber  eine  kleine  Puerperalfieber- 
Epidemie  in  der  Universitats-Frauenklinik  zu 
Erlangen.     Thesis.  Erlangen,  1904        Ditto. 

GoESCHEN  (Karl).  Ueber  27  Ealle  von  abdominaler 
Totalexstirpation  des  Uterus  und  der  Adnexe 
wegen  Carcinoma  uteri.     Thesis. 

Halle  a.  S.,  1904       Ditto. 
Goldberg  (Emil).     Ueber  vagitus  uterinus.     Thesis. 

Leipzig,  1904       Ditto. 
GoscH  (Claudius  Julius).     Ein  Fall  von  Nierenechino- 
coccus  aus  der  gynakologischen  Abteilung    der 
Universitats-Frauenklinik  zu  Marburg.     Thesis. 

Marburg,  1905        Ditto. 
GosMANN  (H.).     Ueber  Tubenmenstruation.     Thesis. 

Leipzig,  1904       Ditto. 

GoTTSCHOw  (Hans).     Ueber  einen  Fall  von  Trichter- 

becken.     Thesis.  Miincben,  1904        Ditto. 

GoTZL  (Max) .  Hiingt  der  Abf all  des  Nabelsclinurrestes 
mit  der  Gewichtszunahme  des  Kindes  zusammen  ? 
Thesis.  Miinchen,  1904        Ditto. 

Gould  (George  M.).  The  Student's  Medical  Dictionary. 

11th  edit.,  enlarged.  illust.,  8vo.  Lewis,  1900        Ditto. 

Graul    (Oswald).      Beitrag  zur  Inversio  uteri   durch 

Geschwiilste.     Thesis.  Jena,  1904        Ditto. 

Grossmann  (Joseph).  Ueber  einen  Fall  von  Placenta 
praevia  bei  Zwillingen.     Thesis. 

Greifswald,  1905        Ditto. 

Grunbaum  (D.).  Vergleichende  Untersuchungen  iiber 
die  molekultire  Konzentration  des  miitterlichen 
und  fiitalen  Blutes  und  des  Fruchtwassers  unter 
Beriicksichtigung  der  chemischen  Zusammen- 
setzung  des  Fruchtwassers.     Thesis. 

Wiirzburg,  1904       Ditto. 

Gruneberg    (Levy).      Ueber   kiinstliche    Friihgeburt. 

Thesis.  Bonn,  1904        Ditto. 
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GtraaiSBERG  (H.).  Ueber  Komplikationen  der  Eetro- 
flexio  uteri  "and  deren  Einfluss  auf  die  operative 
Therapie.     Thesis.  Bern,  1905 

GrYORT  (Tiberius  von) .  Semmelweis'  gesamnielte  Werke. 
Herausgegeben  und  zum  Theil  aus  dem  Un- 
garischen  iibersetzt.  8vo.  Jena,  1905 

Haase  (Georg).  Kasuistik  des  Schucliardt-Schnittes. 
Thesis.  Greifswald,  1904 

Haffner  (August).  Untersuchungen  iiber  die  pliysio- 
logisclien  Yerkalkungen  der  Placenta.     Thesis. 

Erlangen,  1904 

Hahn  (Carl  Heinrich.  Theodor) .  Ueber  einen  Fall  von 
ausoredehnten       amniotisclien      Yerwachsunoren. 


Presented  hy 
Purchased. 

Ditto. 
Ditto. 

Ditto. 


Thesis. 


Leipzig,  1904       Ditto. 


Hahnel  (Alexander).  Ueber  Foetus  papyraceus  bei 
Zwillingsschwangerscliaft.     Thesis. 

Halle-Wittenberg,  1905 

Hammes  (Franz).  Beitrag  zur  Kenntnis  der  diagnos- 
tischwicbtigen  Komplikationen  des  Uterus 
myoms  und  der  Peritonealtuberculose.     Thesis. 

Bonn,  1904 

Happe  (Carl).  Uebergrosse  Entwicklung  der  ganzen 
Frucht  oder  einzelner  Teile  als  Geburts-Hin- 
dernis.     Thesis.  Marburg,  1904 

Hartmann  (Karl).     Ueber  Vaginismus.     Thesis. 

Bonn,  1905 

Hegar  (A.).  Beitriige  zur  Geburtshilfe  und  Gynii- 
kologie  herausgegeben  von  den  Vorstiinden  der 
Universitiits  -  Frauenkliniken  unter  Redaktion 
von  A.  Hegar.     Bande  I — VI. 

illust.,  8vo.  Leipzig,  1898—1902 

Heinemann  (Curt).  Ueber  einen  Fall  von  sekundiirem 
Uteruscarcinom  durch  peritoneale  Implantation 
bei  Magenkrebs.     Thesis.  Berlin,  1905 

Helleb  (Richard).  Die  Bedeutung  der  Varizen  fiir 
Schwangere  und  Gebarende  und  ihre  Therapie. 
Thesis.  Griefswald,  1905 

Hbrgesell    (Georg).      Das    zeitliche    Verhalten    der 


Ovulation  zur  Menstruation. 


Thesis. 

Leipzig,  1905 


Ditto. 

Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 
Ditto. 
Ditto. 
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Presented  hy 
Herrmann   (Hans).      Endometritis    glandularis    oder 
Adenoma  malignum?      Ein  Beitrag  zur  Lehre 
vom  malignen  Adenom.     Thesis. 

Heidelberg,  1905  Purchased. 

Hespee  (Bemhard).  Ein  Fall  von  Heus  bei  einer 
Scbwangeren  in  lOten  Monat  mit  gliicklichem 
Ausgang  f  iir  Mutter  und  Kind  als  Beitrag  zur 
Heus-Operation  bei  Schwangeren.     Thesis. 

Marburg,  1904 


Hey  (Franz).  TJeber  ein  pseudo-spondylolistbetisclies 
Assimilationsbecken.  (Becken  No.  117  aus  der 
Sammlung  der  Konigl.  Universitiits  -  Frauen- 
klinik  zu  Halle.)     Thesis.  Halle  a.  S.  1905 

Hodel  (H.).  Beitrag  zur  Frage  der  Geburtsprognose 
nach  Prolapsoperationen,  Amputation  des  Cervix 
und  der  Vaginalportion.     Thesis.         Bern,  1904 

HoHLWEG  (Hermann).  Fotus  papyraceus  und  kurze 
histologisclie  Betrachtung  der  retinierten  Placen- 
ten.     Thesis.  Miinchen,  1903 

HoMUTH  (Siegfried).  Ueber  primiiren  Scbeidenkrebs 
(nebst  19  Fallen  aus  der  Hallenser  Univ.- 
Frauenklinik) .     Thesis.  Halle-a.-S.,  1905 

HouzEL  (Gr.).  Hematocolpometre  occasionn^  par  im- 
perf oration  de  I'liymen.  Operation  en  un  seul 
temps  (Archives  provinciales  de  Chirurgie,  Tome 
XV,  No.  3,  Mars  1906) 

HuNziKER  (Heinricb).  Ueber  die  unmittelbaren  und 
spjiteren  Resultate  der  kiinstlichen  Friihgeburt, 
eingeleitet  wegen  Beckenenge.     Thesis. 

Basel,  1904 

HuTH  (Paul).  TJeber  die  an  derselben  Person  wieder- 
bolte  Laparotomie.     Thesis.  Berlin,  1904 

Jakobs  (Franz).  Statistik  des  Alters  der  Gebiirenden 
an  der  TJniversitats-Frauenklinik  zu  Bonn 
1893—1903.     Thesis.  Bonn,  1904 


Joachim  (Hans). 


Geburten  bei  Uterus  duplex.    Thesis. 
Berlin,  1905 


Jolly  (Ph.).     Die  Einwirkung   des   Mutterkorns  auf 
die  Circulation.     Thesis.  Gottingen,  1904 

Kamnitzer   (Hans).      Ein    Beitrag    zur    Eklampsie- 
Frage.     Thesis.  Bonn,  1904 


Ditto. 

Ditto. 
Ditto. 
Ditto. 
Ditto. 


Mr.  Alban 
Doran. 


Purchased. 
Ditto. 

Ditto. 
Ditto. 
Ditto. 
Ditto. 


ADDITIONS    TO    THE    LIBRARY. 


379 


Katagiei  (Toru).  Ueber  Puerperal-Eklampsia  mit 
besonderer  Beriicksicbtigung  der  Nieren-  und 
Leberverandeiimgen.     Thesis.       Erlangen,  1904 

Kawasoye  (M.).  Ueber  die  biochemische  Diagnose  der 
Schwangerscliaft.     Thesis.  Erlangen,  1904 

Kehr  (Gustav).  Formanomalien  der  Placenta  und 
ihr  Einfluss  auf  der  Verlauf  der  Schwangerschaft, 
der  Geburt  und  des  Wochenbetts.     Thesis. 

Marburg,  1904 

Kehrer  (Erwin).  Die  plijsiologisclien  und  patholo- 
gischen  Beziehungen  der  weibliclien  Sexual- 
organe  zum  Tractus  intestinalis  und  besonders 
zum  Magen.     Thesis.  Berlin,  1905 

Keller  (Paul).  Ueber  die  forensiscbe  Bedeutung  der 
reaktiven  Entziindung  bei  Abstossung  der 
Nabelscbnur  Neugeborener.     Thesis. 

Breslau,  1904 

Kelly  (Howard  A.).  Operative  Gynaecology.  Second 
edition,  revised  and  enlarged,     2  volumes. 

illust.,  8vo.  Lond.,  1906 

Kettner  (Arthur).  Ueber  einen  Fall  von  erworbenem 
und  iiber  einen  von  angeborenem  Spaltbecken. 
Thesis.  Leipzig,  1905 

KiRSCH  (H.).  Ueber  die  Prognose  der  Eklampsie. 
Thesis.  Bonn,  1904 

Klaholt  (Franz).  Ueber  Hydrocele  muliebris  und 
uber  die  cystischen  Tumoren  der  runden  Mutter- 
bander.     Thesis.  Wurzburg,  1905 

Klein  (Heinrich).  Zur  Therapie  der  Uterusruptur. 
Thesis.  Bonn,  1904 

Klengel  (Otto).  Ueber  den  Einfluss  der  Tamponade- 
behandlung  des  Abortus  und  der  Placenta 
prsevia  auf  die  Morbiditilt  und  Mortalitat.     Thesis. 

Leipzig,  1904 


Beitriige  zur  Therapie  der  Eklampsie. 

1904 


Halle-  Wittenberg, 


Knape  (Rudolf), 
Thesis. 

Koch  (Hans).  Ueber  das  Wesen,  Vorkommen  und  die 
klinische  Bedeutung  der  weissen  Infarkte  und 
der  Placenta  marginata.     Thesis. 

Strassburg  i.  E.  1904 

Koch  (Max).     Ueber  partus  praecipitatus.     Thesis. 

Freiburg  i.  Br.  1905 


Presented  by 

Purchased. 
Ditto. 

Ditto. 

Ditto. 

Ditto. 

Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 
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KoERVEE  (Willy).  Ueber  die  Erfolge  der  OTariotomieen 
an  der  Kgl.  Universitiits-Frauenklinik  zu  Bonn. 
Thesis.  Bonn.  1904 

KoHLE  (Max).  Ueber  drei  Falle  von  Pubiotome. 
Thesis.  Berlin,  1905 

KoNRiCH  (Friedricb).  Ueber  cystose  Entartung  der 
Uterusmyome.     Thesis.  Berlin,  1905 

KoRiTKOwsKi  (Bruno).  Vier  Falle  von  Chorea  gravi- 
darum.    Thesis.  Grief  swald,  1904 

Kratjse  (Walter).  Beitrage  zur  Kenntnis  der  Blasen- 
mole  an  der  Hand  von  14  an  der  Konigl.  Univer- 
sitats-Frauenklinik  zu  Breslau  beobacbteten 
Fallen.     Thesis.  Breslau,  1904 

Kreps  (Joseph).  Ueber  Komplikation  der  Graviditat 
mit  Uterus- carcinom.     Thesis.  Berlin,  1905 

Kuban  (Otto).  Zwei  Fiille  von  cystischer  Degenera- 
tion der  Ovarien  bei  Blasenmole.     Thesis. 

Jena,  1904 

KuDDH  (Takeki).  Klinischer  und  anatomischer  Bei- 
trag  zur  Adenomyombildung  im  Uteruskorper. 
Thesis.  Wiirzburg,  1905 

Ktjnith  (Walter).  Zur  Totalexstirpation  des  septis- 
chen  Uterus,  unter  Verwendung  von  Fallen  der 
Konigl.  Universitats  -  Frauenkhnk  in  Berlin. 
Thesis.  Berlin,  1904 

Ktjnz  (Gustav).  Zwei  bemerkenswerte  Falle  von 
Pseudo-puerperalfieber.     Thesis. 

Erlangen,  1905 

Landsberg  (Ludwig).  Ueber  einen  eigenartigen  Fall 
von  cystisch-papiUarem  Endotheliom  der  Ovarien. 
Thesis.  Miinchen,  1904 


des 


malignen 


Langenbeck    (Karl).     Zur    Kasuistik 

Chorionepithelioms.     Thesis.  Berlin,  1905 

Leo  (Arnold).  Ueber  die  diagnostische  und  prognos- 
tische  Bedeutung  der  mikroskopischen  Unter- 
suchung  des  Lochialsekrets.     Thesis. 

Halle- Wittenberg,  1904 

LiCHTENSTEiN  (Floms).  Spatfolgeu  des  Entbindungs 
verfahrens  nach  Bossi.     Thesis.       Breslau,  1905 

LiNCK  (Oskar  von).     Ueber  Kraurosis  vulvae.     Thesis. 

Leipzig,  1906 


Presented  by 

Purchased. 
Ditto. 
Ditto. 
Ditto. 

Ditto. 
Ditto. 

Ditto. 

Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 
Ditto. 
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LiPPEBT  (Walther).  Beitrag  zur  Klinik  der  Ovarial 
tumoren.     Thesis.  Leipzig,  1905 

Livre  d'or  offert  au  Professeur  S.  Pozzi  en  souvenir  de 
vingt  annees  d'enseignement  a  I'hopital  Broca, 
8  juillet,  1906.  la.  8vo.  Paris,  1906 

LoBTJS  (Karl).    Ueber  Hemiplegie  intra  partum.  Thesis. 

Leipzig,  1905 

LowENSTEiN  (Leo).     Der  Schutzballon.     Thesis. 

Marburg,  1904 

LoNGEiDGE  (C.  Nepean).  The  Puerperium,  or  the 
Management  of  the  Lying-in  Woman  and  New- 
born Infant.  sm.  8vo.  Lond.  1906 


Presented  by 
Purchased. 

Prof.  Pozzi. 

Purchased. 

Ditto. 

Author. 


LoEENTZ  (Gottlieb  von).  Beitrag  zur  pathologischen 
Anatomic  der  "chron.  Metritis."     Thesis. 

Kiel,  1904  Purchased. 

LoEEY  (Carl  Alexander).  Die  Erfolge  der  kiinst- 
lichen  Friihgeburt  mit  besonderer  Beriicksichti- 
gung  des  spateren  Schicksales  der  Kinder.  Thesis. 

Halle-Wittenberg,  1904       Ditto. 

LuiG  (Alexander).  Ueber  Ablosung  der  Placenta  bei 
normalem  Sitze  derselben  in  der  Endzeit  der 
Schwangerschaf t  und  unter  der  Geburt.     Thesis. 

Kiel,  1904 

Lying-in  Institutions — Germany.  Die  neue  Konig- 
liche  Frauenklinik  in  Dresden  von  Prof.  Dr. 
Leopold  und  Geh.  Baurat  Eeichelt.  III.  Band 
der  Arbeiten  aus  der  Koniglichen  Frauenklinik 
in  Dresden.  illust.,  8vo.  Leipzig,  1906 

Manteufel  (P.).  Untersuchungen  fiber  Metastasen- 
bildung  in  den  iliakalen  Lymphdriisen  bei 
Carcinoma  uteri.     Thesis. 

Halle-Wittenberg,  1904 

Markwitz  (Valentin).  5  Fiille  von  seitlicher  Becken- 
durchsiigung.     Thesis.  Breslau,  1906 


Ditto. 


Ditto. 


Ditto. 


Ditto. 


Maemetschke    (Gustav).      Ueber 
Morphin-Narkose.     Thesis. 


die     Scopolamin- 
Leipzig,  1904 


Marock  (G  ).     Einige  statistische  Bemerkangen  iiber 
die  Eclampsiefjille  von  1893  bis  1902.     Thesis. 

Bonn,  1904 


Ditto. 


Ditto. 
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Presented  hy 
Martin  (A.).     Handbucli  der  Kranklieiten  der  weib- 
lichen   Adnexorgane.      Band   III.    Die  Krank- 
heiten  des  Beckenbindegewebes  und  des  Becken- 
bauchfells.  illust.,  8vo.  Berlin,  1906    Purcbased. 

und  Ph.  Jung.     Patbologie  und  Therapie  der 

Frauenkrankheiten  in  vierter  Auflage  umgear- 
beitet.  illust,  Svo.  Berl.-u.-Wien,  1907       Ditto. 

Martin  (Henri).  TJeber  einen  Fall  von  Kystoma 
ovarii  multiloculare  pseudomucinosum  mit 
breiter  (durch  Druckatrophie  bedingter)  Per- 
foration in  Blase  und  Eectum  und  mit  fistulosen 
Durcbbriichen  in  Ileum  und  Flexura  sigmoidea. 
Thesis.  Basel,  1905        Ditto. 

Marx  (Friedrich).  Beitrage  zur  Diagnose  der  Zeit  der 
Schwangerschaft.     Thesis. 

Halle- Wittenberg,  1905        Ditto. 
Marx  (Karl).     Innere  Erkrankungen  als  Indication  zu 
operativer  Beendigung  der  &eburt.     Thesis. 

Wiirzburg,  1905        Ditto. 
Menges  (J.).     Ueber  die  Eesorption  von  Arzneistoffen 
von  der  Yagina  aus.      Thesis. 

Heidelberg,  1905       Ditto. 
Mermann   (A.).      Indikationsverscbiebungen   bei    der 
G-eburtshilfe  (Volkmann's  Sammlung  kliniscber 
Vortrage,  neue  Folge,  Nr.  425). 

Svo.  Leipzig,  1906        Ditto. 
Meijrers  (Carl).    Beitrag  zur  geburtshilflichen  Bedeu- 
tung  der  Frakturenbecken.     Thesis. 

Heidelberg,  1904       Ditto. 
de  Meuron  (C.)     Ueber  die  Folgen  der  TJterusexstir- 
pation  mit  und  obne  Entfernung  der  Ovarien. 
Thesis.  Bern,  1905        Ditto. 

MoLLWEiDE  (Kurt).  Ueber  Mortalitat  nach  geburts- 
hilflichen Operationen  der  Strassburger  geburts- 
hilflichen Poliklinik  in  den  Jahren,  1894—1903. 
Thesis.  Strassburg,  1904        Ditto. 

MoossEN  (Michael).    Ueber  Spatblutungen  im  Wochen- 

bett.     Thesis.  Wiirzburg,  1905        Ditto. 

MiJHSAM  (Adolf).     Ueber  Indikationen  zur  Einleitung 

des  Aborts.     Thesis.  Berlin,  1904        Ditto. 

MuLLER  (Benno) .  Ueber  die  Veriinderungen  der  Uterus- 
driisen  in  der  Graviditat  und  der  Menstruation. 
(Volkmann's  Sammlung  klinischer  Vortrage, 
neue  Folge,  Nr.  413.)  8vo.  Leipzig,  1906       Ditto. 
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Presented  hy 
MtJLLER  (Hans).     Zur  Behandlung  der  Sclieidenatresie 
bei  funktionierendem  Uterus.     Thesis. 

Wiirzburg,  1904    Purchased. 

MuNZER  (Arthur).     Ein  Beitras:  zur  Lehre  der  Puer- 


peral-psychosen.     Thesis, 


Berlin,  1906        Ditto. 


MuRET  (Maurice).  Des  parois  abdominales  dans  la 
grossesse  et  les  suites  de  couches.  Extrait  du 
'Bulletin  mensuel  de  la  Societe  vaudoise  des 
sages -femmes.'     Numeros  du  mai,  juin  et  juillet, 


1906. 


Dr.  Cullinofworth. 


-  La  puericulture  du  premier  age.  Conference 
faite  u  la  Societe  academique  vaudoise  le  20 
fevrier,  1906.  8vo.  Lausanne,  1906       Ditto. 


Neitzsch  (Wilhelm). 


Ueber  Placenta  praevia.    Thesis. 

Erlangen,  1905   Purchased. 


Nemirowskt  (Jakob) .     Die  prophylaktische  Wendung 

bei  engem  Becken.     Thesis.  Berlin,  1905        Ditto. 


Netjberg  (Walther). 
engem  Becken. 


Ueber  den  Geburtsverlauf  bei 
Thesis.         Freiburg  i.  Br.  1906 


Ditto. 


NoESSKE  (Paul).  Geburtshilfliche  Zerstiicklungsopera- 
tionen  an  der  Hand  von  Fallen  aus  der  Greifs- 
walder  Frauenklinik.     Thesis.     G-reifswald,  1904       Ditto. 

Nolan  (M.  J.).  The  increase  of  insanity  in  Ireland 
and  its  causes.  Eeprinted  from  the  *  Medical 
Press  and  Circular.'  sm.  8vo.,  Dublin.  1906      Author. 

Oldenqott  (Ferdinand).  Zur  Statistik  der  Uterus- 
exstirpation  bei  Gebarmuttercarcinom  mit  beson- 
derer  Berucksichtigung  der  Friihrezidive.    Thesis. 

Leipzig,  1905   Purchased. 

Omoei  (Hidetaro) .  Klinische  und  anatomische  Beitrage 
zur  Lehre  vom  metastatischen  Eierstockskrebs. 
Thesis.  Wiirzburg,  1904 

Oppenheim  (Kurt).  Beitrage  zur  Kenntnis  der  Conglu- 
tinatio  und  Atresia  uteri  intra-partum.     Thesis. 

Leipzig,  1904 

OscHMANN  (Bruno).  Ueber  das  gleichzeitige  Yorkom- 
men  von  Fibromyoma  et  Carcinoma  uteri.   Thesis. 

Wurzburg,  1904 

OssENKOPP  (Joseph).     Bericht  iiber  1100  Geburten  der 
Koniglichen  Universitats-Frauenklinik  zu  Wiirz- 
burg.    Thesis.  Wurzburg,  1905 
VOL.   XLVIII. 


Ditto. 


Ditto. 


Ditto. 


Ditto. 
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Presented  hy 
OsTER  (Hugo).     Ueber  Mammakarzinom  und  Gravi- 

ditiit.     Thesis.  Bonn,  1904  Purchased. 

OsTER  (K.  Eudolf).  Ueber  das  spiitere  Befinden  der 
Frauen  nach  Geburt  einer  Blasenmole.     Thesis. 

Kiel,  1904       Ditto. 

Otto  (Hans).  Historische  und  kritische  Darstellung 
unserer  Kenntnis  von  den  parametritischen 
Abscessen.     Thesis.  Greifswald,  1904        Ditto. 

Over  (Klaas).  Untersuchungen  iiber  die  fotale  Circu- 
lation.    Thesis.  Bern,  1904        Ditto. 

Paul  (Rudolf).  Ueber  Indikation,  Gebrauch  und 
Verlauf  des  hohen  Forceps  an  der  Koniglicben. 
Universitiits-Frauenklinik  zu  Wiirzburg  walirend 
der  Jahre,  1898—1904.  Thesis.  Wiirzburg,  1904        Ditto. 

Parsons  (J.  Inglis).  The  operative  treatment  of  pro- 
lapse and  retroversion  of  the  uterus. 

illust.,  8vo.  London,  1906      Author. 

Petersen  (Otto  Hellmut).  Ueber  den  Sitz  des  Frucht- 
kuchens  und  die  Bedeutung  dieses  Sitzes  fiir  die 
G-eburt.     Thesis.  Leipzig,  1906   Purchased. 

Pplieger    (Georg.).       Ueber     Corpus-luteum-Cysten. 

Thesis.  Freiburg  i.  Br.  1904        Ditto. 

Pfortner  (Otto) .  Ueber  die  Unterbrechung  der  Schwan- 
gerschaft  bei  tuberkulosen  Frauen.     Thesis. 

Berlin,  1904       Ditto. 

Phillips  (John).  Outlines  of  the  diseases  of  women. 
Fourth  edition,  revised  and  enlarged. 

ilhost.,  sm.  8vo.  Lond.  1906      Author. 

PiNCUS  (Ludwig).  Atmokausis  und  Zestokausis.  Die 
Behandlung  mit  hochgespanntem  Wasserdampf 
in  der  Gynaekologie.    Zweite  verbesserte  Auflage. 

illust,  8vo.  Wiesbaden,  1906  Dr.  Blacker. 

Indikationen,  Erfolge  und  Gefahren  der  Atmo- 
kausis und  Zestokausis.  (Volkmann's  Sanim- 
lung  klinischer  Vortrage,  neue  Folge,  Nr.  417.) 

8vo.  Leipzig,  1906   Purchased. 

Piwo-vfARSKi  (Josef).  Ueber  einen  seltenen  Fall  von 
malignem  Ovarial tumor  bei  einem  Kinde.    Thesis. 

Breslau,  1905        Ditto. 

Ponitz  (Alfred).  Ein  Beitrag  zur  Aetiologie,  Patho- 
genese  und  Therapie  des  Pruritus  vulvae.    Thesis. 

Leipzig,  1904       Ditto. 


ADDITIONS    TO    THE    LIBRARY.  385 

Presented  by 
PoENSGEN  (Julius).     Ueber  Bedeutung  des  Meconiuin- 
abgangs  wiihrend  Scliwangerschaft  und  Geburt. 
Thesis.  Marburg,  1904  Purchased. 

Pozzi  (S.) .  Traite  de  gyuecologie  clinique  et  operatoire. 
Quatrieme  edition  revue  et  augment ee  avec  la 
collaboration  de  F.  Jayle. 

illust.,  8vo.  Paris,  1905        Ditto. 

See  Livre  d^or  and  Remise  d^une  medaille  et  d\m 

livre  d'or, 

Peetzsch  (Edmund).  Erweitert  sich  das  Becken  in 
Folge  vorausgegangener  Geburten  ?     Thesis. 

Marburg,  1905       Ditto. 

Peoskauer  (Arthur).  Zur  chirurgischen  Behandlung 
des  myomatosen  Uterus  in  der  Schwangerschaft, 
mit  besonderer  Beriicksichtigung  der  abdominalen 
Totalexstirpation  des  graviden  myomatosen  Ute- 
rus,    Thesis.  Leipzig,  1905        Ditto 

PuLCHER  (Jakob).     Zwillingsschwangerschaft    in    der 

Tube.     Thesis.  Heidelberg,  1905        Ditto. 

Quaas  (Felix  Wilhelm).     EinBeitrag  zur  Kenntnis  der 

Collum-myome.     Thesis.  Leipzig,  1904        Ditto. 

Eackwitz  (Hugo).  Beitriige  zur  Therapie  der  Extra- 
uterin-Graviditat.     Thesis. 

Halle- Wittenberg,  1905        Ditto. 

Rabdle  (Franz).  Zwei  Hebotomien  aus  der  Universi- 
tats-Frauenklinik  zu   Erlaugen,   1905.     Thesis. 

Erlangen,  1905        Ditto. 

Kasch  (Hermann).  Die  bimanuelle  Impression  des 
vorangehenden  Kopfes  bei  plattem  Becken. 
Thesis.  Berlin,  1905        Ditto. 

Ratfisch    (C).       Ueber    Placenta    prsevia.       Thesis. 

Leipzig,  1904       Ditto. 

Katjschenbach  (Alfred).  Beitrag  zur  Kenntnis  der 
Geburtsdauer  und  ihrer  einzelnen  Absehnitte. 
Thesis.  Halle- Wittenberg,  1904       Ditto. 

Remise  d'une  medaille  et  d'un  livre  d'or  au  Professeur  Dr. 

S.  Pozzi,  8  juillet,  1906.  CuUingworth. 

Reuer  (Fritz).  Ueber  Ventrifixura  uteri  als  Behaud- 
lungsmethode  bei  Lageveranderungen  der 
inneren  Genitalien.     Thesis.       Wiirzburg,  1905   Purchased. 
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Eeuer  (Fritz).  Ueber  Ventrifixura  uteri  als  Beliand- 
lungsmethode  bei  Lageveranderungen  der  in- 
neren  G-enitalien.     Thesis.  Wiirzburg,  1905 

DB  Eeyniee  (Leopold  Ernest).  Die  Eesultate  von  40 
Friihgeburtseinleitungen  mittels  Eihautstichs. 
Thesis.  Basel,  1904 


ElELANDER  (AugUSt). 


Das  Paroophoron.     Thesis. 

Marburg,  1904 

EoDLER  (Karl).      Ein  Fall  von  primarem  multiplem 
Karzinom  des  Magens  und  der  Yulva.     Thesis. 

Erlangen,  1904 

EuGE  (Carl).  Ueber  die  puerperale  Blase  und  die 
puerperale  Ischurie.     Thesis.        Erlangen,  1903 

EuHEMANN  (Heinrich).  Zur  Gescliichte  der  kiinst- 
lichen  Eroffnung  des  schwangeren  und  geba- 
renden  Uterus.  (Mit  Ausschluss  des  Kaiser- 
schnittes.)     Thesis.  Leipzig,  1905 

Sandberg  (Lisa).  Ueber  die  progressive  perniciose 
Anamie  in  der  Schwangerschaft.     Thesis. 

Ziirich,  1905 

Schaeffer  (O.).  Kritik  der  Wehen  erregenden 
Methoden  und  ueber  die  kiinstliche  Mutter- 
mundserweiterung.  (Volkmann's  *  Sammlung 
klinischer  Vortriige,'  neue  Folge,  Nr.  414.) 

8vo.  Leipzig,  1906 

Scheemann  (Fritz).  Statistische  Beitrage  zur  Puer- 
peralfieberfrage.     Thesis.  Bonn,  1904 

ScHBRER  (Max).  Ueber  die  Geistesstorungen  beim 
Zeugungs-  und  Fortpflanzungs-Geschaft  des 
Weibes.     Thesis.  Kiel,  1905 

ScHERGOPF  (Michael).  Ueber  die  Bedeutung  des 
Schiittelfrostes  im  Wochenbett.     Thesis. 

Berlin,  1904 


ScHiEPAN     (Walter). 
Thesis. 


Ueber    Ovarien-implantation. 
Freiburg  i.  Br.  1905 


ScHiFF  (Paul).     Die  sogenannten  intrauterinen  Frak- 
turen  und  ihre  Aetiologie.     Thesis. 

Leipzig,  1904 

ScHLEiFF      (Waldemar).       Ueber     Clitoris-carcinom. 
Thesis.  Halle- Wittenberg,  1905 


Presented  hy 
Purchased. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 

Ditto. 

Ditto. 
Ditto. 

Ditto. 
Ditto. 
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Presented  I 
Schmidt  (Alexis).      Ueber  iutraligamentare  Tumoren 
uud  deren  vaginale  Exstirpation.     Thesis. 

Leipzig,  1904  Purchased. 

Schmidt  (Alfred).  Ueber  die  Todesursacben  der  Kinder 
wahrend  der  Geburt.     Thesis. 

Freiburg  i.  Br.  1905        Ditto. 

Schmidt  (Franz).    Ueber  einen  Fall  von  Eetention  einer 

Tubeneckenplacenta.     Thesis.        Freiburg  i.  Br.        Ditto. 

Schneider  (Erieb).  Eigenai-tiger  Geburtsverlauf  bei 
Zwillingsgeburt  mit  Fcetus  papyraceus.     Thesis. 

Berlin,  1906       Ditto. 

Schramm  (Ernst).  Ueber  sekundiire  Baucbwand- 
plastik  nacb  Appendixoperationen.     Thesis. 

Kiel,  1904       Ditto. 

ScHUBARTH  (Ricbard).  Die  operative  Bebandlung  der 
Scbeiden-Gebarmuttervorfalle  und  drei  Fiille 
von  ausgefiibrter  Ventrofixation  nebst  Colpor- 
rbapbia  ant.  et  post.     Thesis.       Miincben,  1904        Ditto. 

Schubert  (Ernst).  Ein  Beitrag  zur  Symptomatologie 
der  Uterusmjome.     Thesis. 

Konigsberg  i.  Pr.  1905       Ditto. 

Schultheiss  (Hans).  Ueber  Impressionen  am  kind- 
lichen  Schadel.     Thesis.  Marburg,  1905        Ditto. 

ScHULTZE  (B.  S.).  Die  Axendrehung  (Cervixtorsion) 
des  myomatosen  Uterus.  (Volkmann's  Samm- 
lung  klinischer  Vortriige,  neue  Folge,  Nr.  410.) 

8vo.  Leipzig,  1905        Ditto. 

ScHULTZE  (Eugen).  Ueber  die  korperliche  Ausbildung 
der  Friichte  am  Eude  der  Schwangerscbaft. 
Thesis.  Berlin,  1905 

Schulze-Smiarovska  (Hedwig).  Ueber  einen  Fall 
tuberkuloser  Erkrankung  der  Portio  vaginalis. 
Thesis.  Zurich,  1904 

ScHULZ  (Hugo).  Die  in  der  geburtshilflicben  Poliklinik 
der  Kgl.  Univ.-Frauenkliuik  zu  Breslau  in  den 
Jahren  1893 — 1904  zur  Beobachtung  gekom- 
meneu  Beckenendlagen.     Thesis.     Breslau,  1905 


Ditto. 


Ditto. 


Ditto. 


Schumacher  (Heinrich).  Ein  Beitrag  zur  Lehre  von 
der  Pyelonephritis  gravidarum  et  puerperarum. 
Thesis.  Bonn,  1905 


Ditto. 
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SoLORZANO  (Ramon).     Die  Uterusmyome. 


Presented  hy 


Thesis. 
Berlin,  1905   Purchased. 
SoNNTAG   (Franz  Paul).     Ein  Fall  von  Verschlingung 
und     Knotenbilduug     der     Nabelschniire     bei 
Zwillingen  im  gemeinsamen  Amnion.     Thesis. 

Leipzig,  1905       Ditto. 
SoRGE  (Max.).      Mikroskopisclie  Untersuchungen  von 
regionaren  Lymphdriisen  auf  Metastasenbildung 
bei  15  Fallen  von  Carcinoma  uteri.     Thesis. 

Jena,  1905        Ditto. 
Sperber  (Walther).     Zur  Casuistik  der  sogenannten 
Uterusendotheliome     nebst     kritiscben    Bemer- 
kungen  ueber  die  anatomische  Diagnose  dersel- 
ben.     Thesis.  Ireipzig,  1904        Ditto. 

Stalling  (Georg).  Ueber  vollige  Lostrennung  von 
Ovarien  und  Tuben  aus  ihrer  normalen  Verbin- 
dung.     Thesis.  Halle-Wittenberg,  1905        Ditto. 

Steinberg   (Leo).      Ueber   3   Fiille    von    verkalktem 

Myom.     Thesis.  Berlin,  1906        Ditto. 

Stenger  (Karl).     Ueber  Urogenitalfistein.     Thesis. 

Bonn,  1905       Ditto. 
Stofpel  (Adolf).    Blasenmole.     Thesis.     Berlin,  1905       Ditto. 

Stolberg    (Mendel).      Hamatometra   in    cornu  rudi- 

mentario  uteri  bicornis.     Thesis.      Leipzig,  1905        Ditto. 

SwAFPiELD  (Walter  H.).  The  closure  of  laparotomy 
wounds  as  practised  in  Germany  and  Austria. 

8vo.  Lond.  1904      Author. 

Taube  (Elise).  EUckenmarksaffektionen  im  Gefolge 
von  Schwangerschaft  und  Puerperium  mit  Ein- 
schluss  der  unter  denselben  Yerhaltnissen  auf- 
tretenden  Neuritis  und  Polyneuritis.     Thesis. 

Berlin,  1905       Ditto. 

T^denat  (de  Montpellier).     Tumeurs  vegetantes  des 

trompes    uterines.       (Archives    provinciales    de         Mr. 
Chirurgie,  tome  xv,  No.  3,  mars,  1900).  Alban  Doran. 

Theopold  (Wilhelm).  Die  Eesultate  der  vaginalen 
Totalexstirpation  bei  Uterus-carcinom  in  den 
letzten  zehn  Jahren  aus  der  Gottinger  Frauen- 
klinik.     Thesis.  Gottingen,  1905   Purchased. 

Thielen  (Hanspeter).  Ueber  die  Sterblickkeit  fruh 
und  rechtzeitig  geborener  Kinder  in  den  ersten 
neun  Wochenbettstagen.     Thesis.     Berlin,  1905        Ditto. 
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Presented  by 
Thoma  (Fr.).     Ein  Beitrag  zur  Missbildung  der  weib- 
lichen  G-enitalien  :  Ein  genau  beobachteter  Fall 
von  Uterus  bicornis  septus  cum  vagina  septa. 
Thesis.  Leipzig,  1904   Purchased. 

Thomas  (Joseph).  Die  Glandula  vestibularis  major 
(Bartholini)  beim  Mensclien.     Thesis. 

Gottingen,  1905       Ditto. 

TicHY  (Alexander).  Ueber  G-eburten  bei  Scheiden- 
verengerung  (an  der  Hand  von  3  Beobach- 
tungen).     Thesis.  Leipzig,  1905        Ditto. 

Trapet  (Arthur).    Ueber  Schwangerschaft  und  Geburt 

bei  doppeltem  Uterus.     Thesis.  Bonn,  1906        Ditto. 

Tkautmann  (Arno).  Ein  Fall  von  Extrauterin- 
graviditiit  mit  ausgetragenem  Kind.     Thesis. 

Leipzig,  1906       Ditto. 

TuszKAi  (Odon).  Kardiopathie  und  Schwangerschaft. 
(Volkmann's  Sammluug  klinischer  Vortriige. 
neue  Folge,  Nr.  407.)  8vo.  Leipzig,  1905       Ditto. 

Van  de  Velde  (Th.  H.).     Ueber  den  Zusammenhang 

zwischen  Ovarialfunction,  Wellenbewegung  und  Presented 
Menstrualblutung  und  ueber  die  Entstehuug  bj  Journ. 
des  sogenannten  Mittelschmerzes.  Obstet.  and 

8vo.  Haarlem,  1905  Gyntecology. 

Vehling  (Albert).  Ueber  Bauchhernien  und  Hernio- 
tomie  nach  gyniikologischer  Laparotomie. 
Thesis.  WUrzburg,  1904   Purchased. 

VoGEL  (Richard).  Untersuchungen  ueber  das  riium- 
liche  Yerhalten  des  normalen  und  deformen 
weiblichen  Beckens.     Thesis. 

Freiburg  i.  Br.  1904        Ditto. 

VoiQT  (Karl).  Erfahrungen  mit  der  Morphium- 
Scopolamin-Narkose  bei  gynilkologischen  Ope- 
rationen.     Thesis.  Berlin,  1905        Ditto. 

VoLKER    (Erich).      Ueber    multiple    Embryome    des 

Ovariums.     Thesis.  Bonn,  1905        Ditto. 

Volkmann's  Sammlung  klinischer  Vortrage,  neue 
Folge,  Nr. 

407.  Tuszkai,  Kardiopathie  und  Schwangerschaft. 
410.  Schultze,  Die  Axendrehung  (Cervixtorsion)  des  inyo- 
matosen  Uterus. 

413.  Muller,  Ueber  die  Veraiiderungen  der  Uterusdriisen 

in  der  Graviditiit  und  der  Menstruation. 

414.  Schaeffer,  Kritik   der  Wehen   erregenden  Methoden 

und  iiber  die  kiinstliche  Muttermundserweiterung. 
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Presented  by 
VoLKMANN*s  Sammlung  (continued). 

417.  Fincus,   Indikationen,   Erfolge   und    Gefabren    der 

Atmokausis  und  Zestokausis. 
425.  Mermann,  Indikationsverschiebungen  bei  der  Geburts- 

bilfe. 
429.  Birnhaumy  Ueber  die  Verletzungen  des  Kindes  bei 

der  Geburt. 
432.  EcJcstein,  Ueber  Vorschlage  zu  Reformen  des  He- 

bammenwesens  und  die  Bekampfung  des  Puerperal 

fiebers. 

VoRBECK  (F.  W.).  Ueber  Cervixmyome  unter  beson- 
dererBeriicksichtigung  der  Portiomjome.   Thesis. 
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